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MINUTES OF EVIDENCE 

TAKEN BEFORE THE 

Royal Commission on 
Doctors’ and Dentists’ Remuneration 

SIXTEENTH DAY 

Thursday, 24th April, 1958 



Present: 

Sir Harry Pilkington ( Chairman ) 

Mr. J. H. Gunlake, C.B.E., F.I.A., Mr. I. D. McIntosh, M.A. 

F.S.S. Sir David Hughes Parry, Q.C. 

Professor John Jewkes, C.B.E. Sir Hugh Watson, D.K.S. 

Mr. W. A. Fuller, D.S.C. (Secretary) 

Mr. J. B. Hume (Assistant Secretary ) 



EXPLANATORY NOTE BY THE ROYAL COMMISSION 

The following list of topics was drawn up by the Royal Commission and issued, 
along with an invitation to submit evidence, to all representative medical 
organisations : — 

(i) The quality and quantity of recruits (a) offering themselves and (b) accepted 

for training as medical students. 

(ii) The quantity and quality of newly qualified doctors. 

(iii) Wastage of men and women during training and in the first few years after 

qualification with any remarks on incidence and causation. 

(iv) The cost and duration of training and the extent to which the cost is or 

should be met from grants (including both the adequacy of the grants and 
the proportion of students receiving them). 

(v) The position and prospects of a newly qualified doctor. 

(vi) Any trend to excessive resort to certain branches of the profession at .the cost 

of others. 

(vii) The relative advantages and disadvantages, financial and otherwise, of service 
as: — 

(a) a principal in single-handed general practice, 

(b) a partner in general practice, 

(c) a whole-time consultant in 'the National Health Service, 

(d) a part-time consultant with the maximum number of sessions, 

(e) a part-time consultant with only a few sessions, 

(f) a Senior Hospital Medical Officer, 

(g) a doctor in any other sort of practice or employment. 

(viii) The difficulties lenoooin'tered by members of the registrar grades. 

(ix) The difficulties of entering general practice, with special reference to the posi- 
tion and prospects, financial and otherwise, of assistants. 
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(x) The importance of private consulting practice as an incentive to entering the 

consultant branch of medicine. 

(xi) Expenses in general practice, how far they vary above and below the average 

and how far payments, e.g. towards capital, have to be made which are 
not allowable as expenses for Income Tax purposes. 

(xii) Comparative treatment for Income Tax purposes and in relation to expenses 

of whole-time and part-time consultants in the National Health Service. 

(xiii) Any anomalies in the methods of payment of any branch of the profession, 
e.g. maldistribution as opposed to wrong total volume. 

(xiv) Comments on the present system of calculating and distributing general 

practitioners’ remuneration through a central pool. 

(xv) General comments on .the system of merit awards and the method of allotting 

them, with any suggestions for an alternative system. 

(xvi) Particulars of financial stringency suffered by any classes of doctors illustrated 

by personal budgets of practitioners. 

(xvii) Special considerations of which account ought to be taken in discussions of 
medical remuneration. 

(xviii) Specific proposals for medical remuneration. 

(six) The practicability of the profession establishing a fixed scale of payments for 
assistants in general practice.' 

(xx) Proposals for specific machinery or procedures to be established for dealing 

with future discussions of medical remuneration. 

(xxi) Any factors other than remuneration which are affecting the contentment of 

general practitioners. 
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ROYAL COLLEGE OF SURGEONS OF ENGLAND 

EVIDENCE SUBMITTED BY THE COUNCIL OF THE COLLEGE TO THE 
ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ 
REMUNERATION 

PART A— MEDICINE 
The Royal College of Surgeons of England 

1. In 1800 the Company of Surgeons of London was reconstituted by Royal 
Charter as a Royal College of Surgeons. In 1843 the name was changed to The 
Royal College of Surgeons of England. The College is governed by a Council of 
twenty-four Fellows elected by postal ballot from the surgical Fellows of the College, 
of whom 'there are over 4,000 scattered throughout the world. In addition, repre- 
sentatives of various special branches of medicine and surgery also serve on the 
Council. There is within the College a Faculty of Dental Surgery and a Faculty of 
Anaesthetists. 

2. The College is a scientific and educational body. Its activities fall into three 
main headings — (a) examinations ; (6) research ; and (c) postgraduate education. 

Examinations 

3. The College as a licensing body grants conjointly with the Royal College of 
Physicians of London the qualifying diplomas of L.R.C.P., M.R.C.S. Study for these 
diplomas must be taken at recognised medical schools and hospitals. In addition, 
the College also grants conjointly with the Royal College of Physicians diplomas 
in the following specialties : Anaesthetics, Child Health, Industrial Health, Laryn- 
gology and Otology, Medical Radio-Diagnosis, Medical Radiotherapy, Ophthal- 
mology, Pathology, Physical Medicine, Psychological Medicine, Public Health, and 
Tropical Medicine and Hygiene. The College also grants the Licence in Dental 
Surgery. There are over 25,000 Members and Diplomates of the College. 

4. The College grants three Fellowships (F.R.C.S., F.D.S.R.C.S. and F.F.A.R.C.S.) 
For each Fellowship candidates have to be in possession of a recognised medical 
or dental qualification before entering for a Primary Examination in the basic 
medical sciences. They must have completed appropriate recognised hospital 
appointments before sitting for the Final examination. 

Research 

5. Research is carried out in Surgery and allied subjects in the laboratories of the 
main Departments of the College, which are Anatomy, Physiology, Pathology, 
Pharmacology, Ophthalmology, Dental Science and Anaesthetics, and also at die 
Bucksfon Browne Farm at Downe, in Kent. Each Department has a Professor or 
Director in charge', together with appropriate staff. 

Postgraduate Education 

6. Postgraduate education in the basic medical sciences is carried out in the College 
in the Institute of Basic Medical Sciences which is controlled jointly by the College 
and the University of London. Teaching in surgery and in the major specialties 
is carried out in organised courses in the College itself, and by special arrangement 
in various hospitals in London. The courses vary in length between two weeks 
and two years. Over a thousand postgraduates are enrolled in the College every 
year. 

Consultants and the National Health Service 

7. When the consultants and specialists of the nation reluctantly agreed to enter 
the National Health Service, they did so on certain assurances. (1) That no attempt 
would be made to introduce a universal full-time hospital consultant service; and 
(2) that the findings of the Spens Report (1948) would form the basis of all arrange- 
ments for future remuneration. 
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8 As regards the first proviso, although in some Regional Boards minority groups 
have froS time to time advocated an increase in the number of full-time appomt- 
miSs the present day hospital staffing is based predpmpanlly on the part-time 
system This arrangement continues to command the allegiance of the vast majority 
of ffie consffitants in this country, and the Royal Coll ege of Surgeons stands strongly 
behind this attitude for reasons which are set out later m this document. 

9 The Spens Report envisaged the maintenance of the economic position of 
consultants and specialists in accordance with changing money values. The salary 
structure recommended in the Report represented an attempt to equate remunera- 
tion by salary with the net earnings in private practice as revealed in an analysis by 
a distinguished statistician of a significant sample of consultants .incomes in the year 
1938-39 It was clearly stated that the salaries recommended m 194b were- based 
on the 1939 values of money. But it was not until 1954 ({out years after the Danck- 
werts Award to general practitioners) that the first adjustment was made. In this 
ex gratia adjustment whereas the remuneration of junior officers in the hospital 
service was in some cases substantially augmented, some senior consultants with the 
highest distinction awards found that their remuneration had been ingeniously 
“abated”. A further increase made on May 1st, 1957, showed that the hospital 
salaries of part-time consultants holding a 4, 5 or 6 sessional contract and receiving 
an A merit award, and those with a 5 or 6 sessional contract and a B award, were 
now less than the amounts in the corresponding grades previous to 1954! Such 
derisory increases clearly indicate a cynical disregard of the claims of the hospital 
consultants to a betterment award which should go some way at least towards 
closing the gap between the 1939 and 1957 purchasing power of the pound sterling. 



Economic and Social Status of the Consultant 

10 Although the Royal College of Surgeons is primarily concerned with the 
maintenance of the academic standards, of surgery '(both general and special) and 
of anaesthetics and dental surgery, it cannot ignore the fact that the material 
rewards open to surgical consultants profoundly influence both .the quality of 
recruitment to the art of surgery and the way of life of the practising surgeon. 



11. The education of the would-be surgeon is long, arduous, and expensive. After 
qualification a three-year period of postgraduate study and 'practical experience 
is demanded before the surgical aspirant is allowed to silt for the final F.R.C.S. 
examination, but in fact the average period is five years. Moreover, he cannot 
enter for the final until he has passed -a primary examination in the basic medical 
sciences — a formidable hurdle to be negotiated. 'If successful in obtaining the 
F.R.C.S. diploma he will still need to undertake one or two further years of surgical 
training before he is likely to obtain one of the limited number of higher training 
posts in the rank of senior registrar at a teaching or non-teaching hospital. A 
minimum period of four years in these higher training posts is required before the ; 
young surgeon is considered fit to undertake independent responsibility as a con- 
sultant, and for some, the training may be prolonged beyond the four years by 
the valuable interpolation of a period of special experience in a surgical centre it 
the United States or Europe. The remuneration of the senior registrar in the 
first few years after the introduction of the Health Service may have appeared to 
provide a modest security, though 'with little or no margin for the essentials of a 
professional way of life. But in 1957 the augmented top salary, markedly devalued 
in purchasing power, now represents a retreat rather than advance. 

12. Comparable austere circumstances confront younger surgical consultants in 
their earlier years. These are men who may have spent six years or even longer 
as senior registrars before being elected to the visiting staff of a hospital. Augmenta- 
tion of the basic salary by private practice is often a slow process, and the catchment 
areas of many hospitals cannot for economic, reasons provide a practice on any 
substantial scale. 

13. The modem surgeon works under conditions of heavier physical and mental 
strain than his early 20th century predecessors. It was well said some thirty years 
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ago by Sir John Bland^Sutton, a distinguished President of this College that the 
prime need of a successful surgeon was “ robust health This is even more 
true to-day as major operations increase in length and complexity. But the surgeon 
is not a mere operating machine. The art of surgery looks more and more to the 
basic medical sciences for its subsistence, and if the surgeon is to keep abreast 
of advancing knowledge he needs “leisure” to read, to write, and to travel. ThSe 
are traditional obligations to his art, and they are expensive. The surgeon must 
therefore be able .to look forward to a standard of professional earnings which aHom 
him to incur such expenditure without sacrificing essential family needs. If surgeons 
are so squeezed that these essential activities are no longer possible, then the 
quality and prestige of British surgery will decline. No civilised natioA least of 
all Great Britain, can afford to contemplate such happenings .with equanimity 
. 14 - Material considerations do not in the end determine the choice of a career 
in medicine, but members of a learned profession, so arduous in the demands 
made upon it quite .rightly expect to enjoy a relatively high economic sta™® 

i he i lsb6St r ? wards should be open to men of outstanding 
ability as in toe Law and. other vocations. ° 



Questionnaire 



15. The College has selected from the questions submitted .by the Royal Com- 
mission those on which it feels it can usefully comment. 



Recruitment and Maintenance of Medical Students 

16. For the past hundred years medical students have .been drawn from a variety 
of social .groups. There has always however been a nucleus in all medical schools 
of students from cultured homes — the children of parents rarely wealthy — e.g. the 
sons and daughters of doctors and of the vicarage and manse ; or from comparable 
families whose children have (been brought up to look upon medicine primarily 
as a vocation. The higher education of such children has often demanded a willing 
sacrifice on the part of the parents. Such sacrifices are still necessary to-day as 
the gross professional income of the parent too often disqualifies the child’ for 
full scholarship grants. This' ever-present nucleus has acted .as a leaven and has 
been responsible for the continued high social prestige of the profession as a 
whole, . and _ above all for .the maintenance of medicine .as one of the learned 
professions in the community. Medicine (would lose immeasurably if the proportion 
of such students in the future were to be reduced in favour of precocious children 
who qualify for subsidies from Local Authorities and the State pureJv on examina- 
tion results. 

Whole-Time or Part-Time Consultant Appointments 

17 Although for .economic or other reasons there may be a place for a limited 
number of whole-time non-acadiemic consultant posts, most consultant posts should 
be part-time.. An exclusive contractual dependence on central government or any of 
its agencies is not a desirable relationship for members of a self-governing learned 
profession for whom a substantial measure of independence is vital. This type of 
freedom means the opportunity and .the right to deal with patients as individuals in 
their own homes and not solely with groups of patients assembled only under 
institutional conditions. A part-time contract with the maximum number of sessions 
is the most desirable arrangement for consultants on the staff . of the great majority of 
non-teaching hospitals, and is essential in the smaller centres where private practice 
is scanty. Furthermore, .an appointment of this type means that consultants tend 
to live near their hospitals, and thus have .an opportunity to share in the civic and 
cultural life of the town or city in which the hospitals He. A maximum part-time 
appointment can also provide, both clinically and scientifically, a satisfying career 
tor any consultant who, by reason of the range .of experience so offered, feels the 
urge to take part in clinical investigations, thus adding his contribution to know- 
ledge, and so fulfilling his indebtedness to his art. A part-time contract with only 
a lew sessions is^ an appropriate arrangement where it is desired to retain the 
services of a senior consultant. It is an uneconomic arrangement for a young 
consultant and is therefore not to be regarded as an acceptable basic pattern for 
Hospital staffing. 
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Registrars 

18. Immediately after the war many supernumerary “registrar” appointments 
were created whose holders were encouraged to undergo prolonged training for a 
hypothetical number of consultant appointments to be provided by the forthcoming 
National Health Service. A proportion of these pre-N.H.S. Act registrars have 
reached the position of highly trained senior registrars of more than four years’ 
standing without as yet having a consultant appointment in sight. There is a moral 
obligation to ensure their future. 

19. The title “ registrar ” is misleading in that it continues to be applied indiscri- 
minately to senior resident posts essential (as they were in the past) to the efficient 
day-to-day working of the hospitals, but not all stepping-stones to the limited 
number of senior registrar appointments now regarded as the only true training 
posts for future consultant status. We are of the opinion that the present-day title 
of registrar should be abolished and for these men and women the well-established 
titles of Senior House Surgeon, Resident Surgical Officer, Resident Medical Officer, 
and so on should be restored. This would make it clear that these men and women 
are not yet chosen as 'trainees for consultant posts. The term Registrar should 
therefore apply in the future only to present-day senior registrars. 

20. The opportunities for the absorption into practice — both general and specialist 
—of "well-trained registrars and of a proportion of senior registrars, have become 
severely restricted in the past few years both at home and abroad. The present 
attitude of general practitioners is to regard a young doctor well trained in surgery 
as unsuitable to join a partnership. A change of attitude is most desirable. No 
longer are there careers in the Indian Medical Service, and very few in the Colonial 
Medical Service. 

21. The virtual extinction of the general practitioner-surgeon class has closed yet 
another avenue. This we regard as a retrograde step, for at many hospitals there is 
room within surgical teams beaded by a consultant for the competent general 
practitioner-surgeon. 

Private Consulting Practice as an Incentive to Entering the 
Consultant Branch of Medicine 

22. The sense of independence engendered by freedom to engage in private practice 
reflects one of the most cherished traditions of the profession — the doctor-patient 
relationship. Furthermore, private consulting practice brings a consultant in personal 
contact with a wider range of social groups in the community. He meeits men and 
women important in public life, in business and the professions, without the 
embarrassment of a pre-arranged “ national ” contract. He is free to offer them his 
skill at times and places suitable to all concerned. Private practice augments a 
consultant’s professional income and is thus one of the important incentives appro- 
priate by long tradition for the free and learned professions. The importance of 
“ differential ” rewards was fully realised by the Spens Committee and it was to 
meet this essential demand that the Distinction Award system was devised. In 
addition to the incentive to the individual, there is the undoubted value of private 
consulting practice to the nation, both as regards prestige and the augmentation of 
the national income by patients from abroad who may wish to come to this country 
for private treatment. 

Comparative treatment for Income Tax purposes and in relation to expenses of 
whole-time and part-time consultants in the National Health Service 

23. The present situation as regards the whole-time consultant is inequitable, and 
should be remedied without delay. It cannot be emphasised too often that the 
professional clinical obligations of the part-time consultant and the whole-time con- 
sultant are identical. They are based on a responsibility for patients 24 hours in the 
day, seven days a week, and 365 days a year, a responsibility interrupted only during 
periods of leave in which the care of the patient is delegated to a colleague of equal 
status. For both the part-time and whole-time consultant this continuous obligation 
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involves the same need for being on emergency call, and therefore the same need 
for the possession of a telephone ; the use of a car ; the obligation to attend Meetings 
at home and abroad ; the same liability for expenses incurred in the premratfon 
of lectures, articles for the medical press and text-books— and so on. For the 
part-time consultant, these are overhead expenses and non-taxable. It is not widely 
known that the whole-time consultant does not receive their equivalent as direct 
tax-free allowances from his employing authority. equivalent as direct 



Distinction Award System 

24. As far as we are able to judge, the Distinction Award system seems to have 
worked well and so far has given rise to very little criticism. As we have already 
said, there must be differentials in rewards in all free professions. Consideration 
might well be given to extend the system to embrace those engaged in general 



Specific Proposals for Medical Remuneration 

25. The College has already in an earlier part of this document expressed the 
view that the existing scales of consultants’ remuneration should be reviewed as 
envisaged in the Spens Report, in order that they should represent equitably the 
present-day values of money. 

Whitley Council 

26. We consider that the Whitley Council System, admirable no doubt for a 
wide range of manual and clerical occupations, is not the proper mechanism for 
discussions ? between a free and learned profession and the so-called “ employing 
authorities It should not be impossible to devise an Arbitration Council of the 
highest level which would be acceptable to the medical profession. 



PART B— DENTAL SURGERY 
Preamble 

27. The Royal College of Surgeons of England has been actively and continuously 
concerned with dental education and with the professional examinations taken by 
dental students for nearly one hundred years. In fact, the College was the first 
statutory body in the United Kingdom to introduce examinations for a registrable 
dental qualification. These examinationis have been held uninterruptedly since 1860 
and more dentists in the United Kingdom have obtained the Licence in Dental 
Surgery of this College than have taken any other dental diploma or degree. In the 
years 1950-54 inclusive 1,106 of the 2,736 dentists whose names were added to the 
Register held this Licence. This extensive connection with the science and the 
practice of dental surgery was made even closer by the creation of the Faculty of 
Dental Surgery and the institution of a Fellowship in Dental Surgery by the 
Council of the College under Royal Charter in 1947. 

28. The Fellowship in Dental Surgery is recognised as a higher qualification which 
most consultants in dentistry in England and Wales would be expected to hold. 

29. The Faculty of Dental Surgery was founded to advance the science and art 
of dental surgery, to encourage study and research, and to protect the rights of 
dental surgeons- acquired by them as Fellows or Licentiates in Dental Surgery of 
the College. It is governed under the Council by a Board elected by the Fellows 
and Licentiates and a Dean elected by the Board. 

30. Its principal activities are concerned with : — 

(a) the Licensing and Fellowship Examinations and the examinations for the 
Diploma in Orthodontics, 

( b ) courses of instruction in connection with the Fellowship in Dental Surgery 
and other diplomas of the College, 

(c) special lectures by eminent persons from the United Kingdom, Dominions 

and abroad, 
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(d) inspection of hospital departments in relation to their suitability for post- 
graduate training, 

( e ) representation upon statutory committees for consultant and other appoint- 

ments in the hospital dental service, 

( f ) promotion of research through its Department of Dental Science, and 

(g) advising the Council of the College upon all matters connected with dental 
surgery. 

31. The Royal College of Surgeons of England is therefore a body which is fitted 
by experience to offer evidence to this Royal Commission on dental surgery at 
hospital and consultant level. Moreover, its position as the licensing body for a 
high proportion of the dentists in general practice leads it also to extend its concern 
to the conditions in which these licentiates work. The causes of dissatisfaction 
among them were studied in detail by the Committee on Recruitment to the Dental 
Profession and are subject of comment in the Report of that Committee (Para- 
graphs 61-74) and indeed of recommendations for a thorough review of the whole 
system of remuneration. The striking decline in dentists’ earnings during the latter 
part of their careers, a circumstance which apparently obtains in no other profession, 
the virtual disappearance of the goodwill value of practices, and apprehension that 
financial returns may be abruptly diminished by sudden alterations in the regulations, 
these are circumstances which the College views with no less concern than did 
the Inter-Departmental Committee. The presentation of further evidence on these 
aspects will, however, come more fittingly from other professional organisations. 

32. The following paragraphs, in which the number corresponds to the list of 
questions supplied by the Royal Commission, contain information arising out of 
the experience of the College in its educational activities and through its connection 
with hospital and consultant practice. 

(ii) The quality and quantity of newly qualified dentists 

33. When the Dentists Act of 1921 was passed there were only some five thousand 
Dental Surgeons in the United Kingdom and many of these were medical men 
with dental qualifications. From the days of John Hunter (1728-93), who incidentally 
practised dentistry himself, dental surgeons had regarded themselves as practising 
a branch of surgery and as being required to conform to the same code of profes- 
sional ethics as general surgeons. There was also a strong family tradition so that 
recruits were often drawn from professional homes where learning and oulture were 
honoured for their own sake. In the circumstances that obtain today, however, 
professional men whose incomes are just above the arbitrary level for Local Educa- 
tion Authority Grants often find it impossible to give a professional education to 
two or three children, and dentistry is the poorer by the subtraction of an element 
whioh proved so important in its historical development and which we should expect 
to have played a leading part in its further establishment as a free, liberal and 
learned profession. 

34. The quality, in so far as this refers to the professional competence of the 
new entry, however, is safeguarded by the standard of the examinations which 
are required to be passed by candidates for the Licence in Dental Surgery of this 
College. Moreover, since the war — except for 1952 and 1953 — the number of 
applications for places in the Dental Schools has been greater and there has therefore 
been an opportunity for the schools to be more selective. The academic standard 
of those entering the profession is thus maintained, though for the reasons we state 
above we could wish to have more sons and daughters of professional men ; and 
indeed it would seem to be a very serious criticism of the conditions under which 
Dental Surgeons practise today that they should often be unable to afford to put 
their sons and daughters into their own profession. We do not believe that the 
Royal Commission will allow this unhappy state of affairs to escape their notice. 

35. The quantity is a matter of greater concern. 

36. Although there have. been more applicants since the war there was a dangerous 
fall in 1952 and 1953 which led to the Committee on Recruitment to the Dental 
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Profession being set up. The warning in the Report of that Committee that the 
number of practitioners is about to diminish, whatever steps be taken to increase 
r^ruitment, » viewed by this College with the .gravest concern and we wouTd urge 
With ah fee emphasis at our command that the remedies proposed by that CoZiteS 
be adopted Without further delay. These include the bidding of more schoXS 
the training of more teachers ‘as well as securing a greater degree of contentmTnt 
amongst members of the profession , themselves who must always be the best advocates 
m attracting new recruits. 



37. The dental profession makes a contribution to the comfort and efficiency of 
. j. community that is both important to its welfare and highly prized by the 
individual though dental services are no doubt .taken very much for granted so 
long as they remain available. It would now appear that it is already too late 
to avert a shortage that may well amount to a national crisis of no small significance. 
It is therefore a matter of great . urgency to apply the remedies prescribed. The 
one with which the Royal Commission is particularly concerned is that the profes- 
sion should be relieved of financial anxiety and that the sense of injustice under 
which they labour should be removed. This can only be effected by establishing 
their remuneration on a scale to give them an assured social position appropriate 
to the responsibilities they shoulder, to the length of their training, to their arduous 
daily task and to the importance of the service they render to the community. 

38. This is not only a matter of justice but is an essential corollary to the building 
of new schools if the entry is to be raised and maintained at the level recommended 
in the reports of both the Committee on Recruitment to the Dental Profession 
(1956) and the Inter-Departmental Committee on Dentistry (1946), a level which 
is minimal if the most serious results of the impending shortage are to be averted. 



(iv) The cost and duration of training and the extent to which the cost is or should 
be met from grants {including both the adequacy of the individual grants and 
the proportion of students receiving them ) 

39. While the length of the degree course for dentistry is in some Universities 
the same as that for medicine, in general the courses are somewhat shorter. Never- 
theless, the coat of the training is greater. This is due in some cases to higher 
annual tuition fees for dental students ; and in any case, .books, dental instruments 
for use in the clinical years, anatomical specimens, mechanical tools (ah of which 
the student is required to provide himself) together with hire of microscope cost 
over £200. 



40. These circumstances accentuate the difficulty that professional men experience 
in sending even one child to the University for five years if their incomes are just 
above the level applied by the Local Education Authorities in awarding their 
grants. If they have more than one child to consider the difficulties may be 
insurmountable. 



(vi) The relative advantages and disadvantages, financial and otherwise of service 
as : — 

(d) a whole-time consultant, 

(e) a part-time consultant with the maximum number of sessions, 

(/) a part-time consultant with only a few sessions, 

(g) a Senior Hospital Dental Officer, 

(h) ,a General Dental Surgeon in 'the hospital service, 

(/) a dentist in any other sort of practice or employment. 

General Comment on Hospital Staffing Problems 

41. The number of Dental Consultant appointments, either full-time or part- 
time, is quite insufficient for the needs of the Hospital Service. Moreover, those 
who have conscientiously undergone the long course of training as Registrars, and 
who. .are worthy of consultant status, find that few posts are available to them. This 
inevitably leads to frustration and widespread dissatisfaction so that it has become 
31046 A 5 
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. . encourage enterprising young men of merit to 

tra“ «su” £“to 'this branch of the Profession have been lost and 
wffl continue to he lost as long as this feeling prevails. 

42. Whatever may be > the reason Boards «T WSm! 

and Regional Hospital Boards hi w hospitals and it would appear that the 

ST^ tbe hospital dental service* 

43. The provision for 

out work which is Within the ^ ffi0n omioally Where there is no consultant, 

the general practitioner could do . innot of course be trained, 

or where adequate facilities .are lacking, registrars cannot or 

(vi) (d) a whole-time consultant 

(Vil (e) a part-time consultant with the maximum number of sessions 

^vij ye) u yut i full -.time Officer as iat some dis- 

44. In whatever catego .17 he may . > « e in respec t of allowances for 

£2 E ;ss°« 

rMxrrss p»B iSk r « x 

s? “ is " and 

which I essential to those who have the responsibilities of leadership. 

(vi) (/) a part-time consultant with only a few sessions 

4S This is the usual type of consultant appointment now available particularly 

and teaching work ito- do it without payment ; they formed the backbone of the 
voluntary hospital system. 

46. In teaching hospitals there is a strong case for *® \ "eitafwr 

anointments but each should 'involve attendance on a minimum of 3-4 sessions per 
^“hoto of arose posts in addition to carrying out clinical work play 
a most important part in undergraduate instruction. 

47 At present, however, a number who attend only for one or two sessions weekly 
have' twenty-five years to serve and it would therefore be necessary either _to « 
fhJ nuSSf cStant sessions or to wait until consultants retire and give their 
sessions to itheir colleagues. The latter procedure would block the young eotry to 
con utot ’rank for a long time, and we strongly urge that in those teaching 
hospitals where this system finds its fullest expression the number of consultant 
sessions be increased. _ 

4 R Amrt from the teaching hospitals, we believe that, elsewhere in the Health 
Service dSMtonsultants should be employed for one or two sessions per week 
only in exceptional circumstances, and the comments m Part A are endowed S ch 
a system does not promote efficiency or economy in the working of the hospital 
service. 

(vi) (g) a Senior Hospital Dental Officer 

49. Appointment as a Senior Hospital Dental Officer was intended for those whose 
duties included clinical teaching or work beyond the scope of a General Hospital 
Dental Practitioner. It was not i ntended that dental surgeons in these grades shouio 

* Section XI. Sub-section 92 Ministry of Health Publication (1950) 

“ The Development of Consultant Services ”— Annexure. 
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Itake the place ,of consultants and we deplore that some appointments of this kind 
have been made where the posts carry the responsibilities and require the experience 
of a consultant. 

(vi) ( h ) a General Dental Surgeon in the Hospital Service 

1 50 Attention must be drawn to the disparity in sessional pay between General 
Medical Practitioners (at the rate of £175 plus the recent addition awarded by 
Parliament) and General Dental Practitioners (at the rate of £150 plus the recent 
addition awarded by Parliament). 

51. There seems no justification for this, particularly as a General Dental Practi- 
tioner’s practice expenses are much heavier than those of a General Medical Practi- 
tioner and continue when he is away from his surgery. 

(vi) (/) a dentist in any other sort of practice or employment 
52 Research Appointments : The College has long shown an interest in dental 
research which culminated in the creation of a Department of Dental Science within 
the Oollege in 1955. The position of the whole-time dental research worker is con- 
siderably less advantageous financially than that of the general dental practitioner. 
He requires much longer training during which time he is not earning and then 
obtains remuneration which is much less. He has doubtful security of tenure and 
doubtful prospects of advancement. Facilities for work are often poor and there 
are few alternative posts to which he can change if dissatisfied. He does not receive 
tax concessions to which a dental surgeon in general dental practice is entitled. 

53. Teaching appointments : Junior dental teaching posts are increasing in number, 
but do not attract a satisfactory field of applicants owing to the small salary which 
attaches to them. The junior whole-time dental teacher suffers financial disadvan- 
tage compared with the general practitioner of the same age as regards scale of 
salary and liability to taxation. This disparity is most marked at the beginning of a 
teaching career but an even more serious factor in dissuading able young men from 
embarking on one is that there are too few senior posts to which they may aspire. 

54. If any expansion of the schools is to take place the recruitment of junior staff 
will present greater difficulties than anything else. 

(vid) Any special difficulties encountered by the Registrar grades 

55. As we have said there is much dissatisfaction amongst holders of this type 
of appointment, due to the dearth of senior posts in the Regional Board hospitals 
and also in the teaching hospitals. 

56. Senior Registrars : These are men who hold a higher dental qualification 
and not infrequently a medical qualification also. In the case of the senior registrar 
with higher dental qualifications only, it is necessary for him to spend 2 years as a 
registrar and 3-4 years as a senior registrar. Taking into account his house surgeon 
appointments, this means that a man cannot consider his training complete until 
11 years after commencement as an undergraduate student. A man holding a 
medical qualification may take longer still. The dental surgeon is then between 
28 and 33 years of age. Having been encouraged to -embark on a full-time training, 
on the assumption that there will 'be an appropriate number of full-time senior posts 
available in the future, most senior registrars find on completion of their training 
that there are no consultant posts available owing principally to the failure of the 
majority of the Regional Boards to develop the dental service in their hospitals 
It is true that a man who has had a registrar’s training of seven years could find 
a place in private dental practice but it would be a bitter disappointment and he 
would have been subjected to severe financial stringency during his training without 
commensurate gain. 

57. As a result of this situation applications for consultant training from young 
dental surgeons of the right calibre have virtually ceased, and in our opinion, it is 
an urgent requirement that there should be a sufficient number of full-time consul- 
tant posts established in order that there may be an uninterrupted rise trom 



Printed image digitised by the University of Southampton Library Digitisation Unit 



878 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



registrar to consultant status for those who have submitted to the arduous training 
involved and aTe worthy of promotion. 

58. Excluding honorary appointments, in England, Wales and Scotland there are 
293 dental consultants (including those in teaching hospitals) and this would at first 
seem to be a reasonable number in proportion to 'the total number of dental surgeons 
in these countries. However, on investigation it is found that many of them are 
part-time consultants and are doing only from 1-3 sessions a week. Estimated on a 
full-time basis, therefore, the total number of dental consultants in England, Wales 
and Scotland cannot possibly be in excess of 90, and even this figure gives an unduly 
favourable impression since most of these consultants are concentrated in the teach- 
ing hospitals leaving very few for the hospitals of the Regional Boards. 

59. We have referred to the discouraging effect of these factors on the recruitment 
of applicants for consultant training. In contrast, in the specialty of orthodontics 
where a number of consultant posts have recently been created, applicants for 
specialist training are now coming forward in satisfactory numbers. 

60. Registrars : Again, these are training posts, mainly full-time, but part-time in 
some teaching hospitals. There is the danger that the holders of such posts in general 
hospitals may receive inadequate training owing to the shortage of consultants in the 
Regions. This is a most regrettable state of affairs, and quite contrary to that 
envisaged when this type of post was created. 

(xi) General comments on the system of distinction awards for consultants and the 
method of allotting them, with any suggestions for an alternative system 

61. As far as it is possible to judge, the system of Distinction Awards is working 
equitably and smoothly. We know of no method less likely to cause disharmony. 

(xvii) Proposals for specific machinery or procedures to be established for dealing 
with future discussions of dental remuneration 

62. We consider that it is essential to the healthy development of a dental consul- 
tant service that dental and medical consultants’ remuneration should be equal. 
We believe that this has been a most valuable factor in implementing the dental 
consultant service from the beginning and has encouraged a high standard of attain- 
ment based on an equally long training for dental consultants. 

63. We consider that whatever machinery be adopted for medical consultants 
should also be used in settling disagreements that may arise in connection with dental 
consultants’ remuneration. 



Annexure 

Ministry of Health publication on 
The Development of Consultant Services (pub. 1950) 



SECTION XI, Sub-section 92 

. It is advisable that a dental surgeon specialising in oral surgery should be available 
m a large centre or for a group of smaller centres. One such consultant, working 
whole-time, would probably meet the needs of a population of about 300 000 ; he 
might supervise generally the work of any resident dental staff, some of whom 
should be consultants in training. 

James Paterson Ross, 

Lincoln’s Inn Fields, 

W.C.2. 



President. 
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Examination of Witnesses 
Sir James Paterson Ross — President 
Sir Harry Platt 
Mr. Harold Edwards 
Sir Wilfred Fish 
Sir William Kelsey Fry 
Professor R. V. Bradlaw 

on behalf of the Royal College of Surgeons of England 
Called and Examined 



4054. Chairman : Sir James, we have 
had your memorandum, and we have 
considered it carefully. We asked you 
to come a little bit earlier this morning 
than we have been asking most of the 
bodies because we thought we would 
probably be able to get through this 
before lunch without pressing you un- 
duly. I do not want to restrict you in 
anything you may want to put either 
on these or other points which may have 
occurred since you first got our question- 
naire on which you have given us these 
answers ; but you may know that we 
were in Scotland a few weeks ago when 
we saw the three Colleges up there, 
including the Royal College of Surgeons 
of Edinburgh. Jn the course of our visit 
we asked some 600 questions, so that 
we have covered some of the topics in 
which we are particularly interested 
fairly thoroughly. We may not there- 
fore need to go into all those so 
thoroughly with you. You probably 
realise, and I do not need to say, that 
it is our job to test all the submissions 
made to us by thorough questioning, and 
that if we do not nobody else is there 
to do so. We would hate it to be 
thought by any witness, either those 
present or those who have appeared 
before us already, that we have made 
up our minds on any of these particular 
matters about which we are questioning. 
Our questions are not intended to show 
that. You will also know that we have 
already sent out to doctors a question- 
naire on actual earnings and it has 
already been answered by a very high 
proportion of them. A similar question- 
naire has also gone out to members of 
some other professions and will go to 
a good many others, but until we get 
those facts we cannot possibly deal with 
the second part of our terms of reference, 
which is broadly to recommend actual 
levels of remuneration in the light of 
the current earnings situation. I wished 



to make just those few preliminary 
remarks. 

Therefore you will appreciate that any 
questioning that we may go in for does 
not imply disbelief in any points you 
have submitted, or scepticism. Equally 
whenever we miss a point you have made 
in your written evidence it does not 
mean that we have accepted any proposi- 
tion put forward by you. 

We have distributed the work of this 
Commission mainly to two sub- 
committees. I do not think it is because 
someone of your name is President at 
the moment that we have distributed 
this one to the Northern sub-committee 
under Sir Hugh Watson, but I think 
you will probably be able to talk in very 
similar idioms if you feel so inclined. 
Sir Hugh has been Chairman of the 
sub-committee which has considered your 
evidence, and I would like him to take 
over. 

First of all I see that you are repre- 
sented by six people, and I believe one 
of you can speak particularly for the 

dentists, ‘is that so? Sir James 

Paterson Ross: Sir Wilfred Fish, Sir. 

4055. To the extent that there are any 
special points affecting the dental pro- 
fession rather than the medical one, Sir 

Wilfred will be able to answer? 1 

would like to make it clear that there 
are actually three representatives of the 
dental profession here, Sir Wilfred Fish 
and Sir William Kelsey Fry, and also 
Professor Bradlaw ; so that actually there 
are three who can answer questions for 
them. 

4056. Sir Hugh Watson : Sir James, in 
your memorandum which you have 
given -to us you do outline in the open- 
ing paragraphs the functions and the- 
status of the Royal College. Perhaps: 
we do not need to go into that in detail* 
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beyond just saying for the record that 
the College is a scientific and educational 
body? Yes, Sir. 

4057. And as you mention in your 
paragraph 2 its activities fall into the 
three main headings of examinations, 
research and postgraduate education. As 
you bring out later, the Fellowship of 
the Royal College is granted after some 
very stringent discipline and very 
stringent examinations, and it is in fact 

a highly prized distinction? That is 

right. 

4058. May I take it then, Sir James, 

that the majority of your Members, and 
of those whom you represent here before 
the Commission today, probably come 
within the consultant branch of the pro- 
fession? Yes, as far as the Fellows 

are concerned. A certain number of 
the Members also might be consultants, 
but I think, Sir, we may say that the 
body that we are speaking for principally 
are the Fellows of the College. 

4059. And therefore in your memoran- 
dum on the medical side you do not to 
any extent deal with the problems con- 
fronting the general practitioner? — - 
That is right, Sir. We have had them 
at the back of our minds because of our 
Members, but we have rather left that 
subject to others who are giving evidence 
to the Commission. 

4060. Now, Sir James, in your 
memorandum, when you come on to 
deal with the problems which confront 
the Commission, the questions - on 
remuneration, you go back to that basis 
with which we are all now so familiar, 
the report of the Spens Committee on 
consultants on which itlhe consultants 
agreed to enter the Health Service. We 
have had, as you will appreciate, many 
opportunities of enquiring into these 
Spens Reports, and this one in particular. 
Could you tell us, generally speaking, 
whether the view of the Royal College 
is that Spens was a base on which you 

expected to rest for all time? May I 

say one thing before that question is 
answered? We rather hope that you will 
permit us to divide the answering in 
giving evidence to the Commission into 
sections. I would be prepared to speak 
about the general activities of the 
College, and Sir Harry Platt, who has 
been familiar with Spens from the 
beginning, might, if you would permit 
it, answer _ you especially about these 
matters which you are asking me now. 



4061. Certainly. Is that allowed? 

4062. Chairman : That is absolutely 
right. You will be asked questions by 
many people, and we would like you to 
allocate the answers to whoever is best 

qualified to speak. If I might ask 

Sir Harry to reply to that ? — Sir Harry 
Platt : I think that the first question 
is in a way far too sweeping. I was a 
member of the Spens Committee, so I 
am very familiar with not only its 
findings but the spirit and the intent 
behind it. What I would really like to 
emphasise is that the crux of the whole 
situation is this: the scale of remunera- 
tion the Spens Committee agreed upon 
as the starting point and based on 1939 
values bore no relation to any of the 
full-time services, 'then existing — medical 
officers of the Armed Forces, in Govern- 
ment employ, in Universities, scientific 
institutions, and so on. It was, as we 
say in our memorandum, and this is most 
important, a conclusion based on the 
equation of a hypothetical salary range 
with the earnings from private practice. 
The 4,000 odd consultants then existing 
—there are now 6,000 — had never in 
their history considered that their 
remuneration — as with the Bar, which is 
the only other comparable profession 
today— bore any relation to existing full- 
time services. That is fundamental. 
That is the case, as it were, for the 
defence, that the 4,000 consultants, or 
6,000 there are now, represent a body 
quite apart who were recruited through 
a totally different set of circumstances, 
with the highest diplomas which were 
not necessary in all these other services, 
with a long period of academic and 
practical training ; a body which no 
other branch of the medical profession 
or any full-time medical officers in 
Whitehall really compared with. I would 
like to emphasise that. 

4063. I accept that, but, of course, as 
you know far better than we do, before 
the National Health Service there were, 
broadly speaking — there may be many 
more — but there were broadly speaking 
two types of consultant, were there not? 
In the first place there were consultants 
in the local authority hospitals whom 
you probably would not regard as con- 
sultants in the sense in which you were 

speaking just now? At that time very 

few of those occupied in the eyes of the 
profession, as it were, the higher 
brackets. It was not a question of 
remuneration, but oif leadership and 
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status. It was an artificial situation 
created by one or two local authorities. 

4064. And these gentlemen were all 

paid by way of salary? Yes. 

4065. On the other hand you had the 
branch of the profession which you 
really represent here today remunerated 

almost entirely by way of fees? Yes, 

and very often with small part-time 
salaries either at voluntary hospitals or 
local authority hospitals. 

4066. And in the voluntary hospitals, 
gentlemen who afterwards rose to the 
highest positions in your profession 
began, as you say, with a token pay- 
ment and were glad to be allowed into 
these voluntary hospitals in order to 

learn their profession? In order to 

practise their profession. They were not 
appointed to the staffs of these voluntary 
hospitals until they had acquired after 
the highest academic attainments and 
practical experience a degree of skill 
which the governing bodies of those 
hospitals demanded when making their 
selection. 

4067. Before they got to that point 
they were in the hospitals in some 

capacity or another as assistants? 

Yes. 

4068. And they were learning their 

profession? Yes, below the con- 

sultants. 

4069. They were earning very little? 
Very little indeed. 

4070. And Spens went a long way to 

rectify that, did he not? Absolutely. 

4071. One of the things that the Spens 

Consultant Committee did was to put 
the embryo consultant on a much more 
sure financial footing in his early days 
than he was before. Quite so. 

4072. In paragraph 9 of your 
memorandum you say, Sir Harry, that 
it was not until 1954 that the first adjust- 
ment on the Spens recommendation was 

made. That is not quite so, is it? 

These I think are quotations. I think my 
President would agree that the Royal 
College of Surgeons is really not con- 
cerned with half crowns, as it were. We 
have paid very little attention to details 
of remuneration. We have dealt with 
the broad issues, in terms of the status of 
the consultant and with equity in the 
background. 



4073. I quite accept that, and if you 
please we will not talk about half crowns. 
But may I ask you to look please at 
the first sentence of your paragraph 9 
where you say: — 

“ The Spens Report envisaged the 
maintenance of the economic position 
of consultants and specialists in 
accordance with changing money 
values.” 

Spens directed that those who were to 
do the part of the task which he did not 
feel competent to carry out were to have 
regard to two things, did he not? To 
have direct regard not only to the value 
of money, but also to the increases which 
have in fact taken place in incomes, both 
in the medical and in other professions. 
Yes. 

4074. So would you agree that in 
endeavouring to carry out the remit with 
which it is entrusted this Royal Com- 
mission would be doing justice to the 
situation if it had direct regard to both 
these factors as they find them today? 

Yes, Sir, provided the basic meaning 

of the original Spens scale of remunera- 
tion and salary scales is recognised. If 
I may I would quote from “ The Times ” 
the evidence from the Health Depart- 
ments, and I would regard the sweeping 
conclusion there as quite invalid and 
based on the concept that doctors under 
the National Health Service represent 
a homogeneous 30,000 or 40,000, what- 
ever it is. . . . 

4075. Chairman: I did not catch the 
reference, Sir Harry. I am not quite 

sure what you are referring to. 1 

quote here : “ An increase in the pay of 
National Health Service doctors will not 
only directly affect the pay of doctors 
in these spheres ” — the spheres mentioned 
above, doctors in the Civil Service, the 
Armed Forces, local government, Uni- 
versities — “ but is likely to have wide- 
spread indirect repercussions throughout 
the salaried classes in Government and 
public service.” I challenge that. 

4076. Professor Jewkes : Is this from 
the London “Times”? — Sir Hugh 
Watson-. Is it a report of the proceed- 
ings of this Royal Commission last 

week? 1 may be out of order, but it 

is very germane to -the thesis which the 
Royal College of Surgeons is maintaining 
in representing, as Sir James has said, 
the Fellows of the College who are a 
substantial number of the 5,000 or 6,000 
consultants in the United Kingdom. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



882 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



4077. Professor Jewkes : Could we 
have the date of “ The Times ” report. 

It would be useful? 1 have taken the 

cutting without dating it. It is a few 
days ago. 

4078. Was it in connection with the 
publication of the Willink Report, or 

anything of that kind? It is a report 

of evidence given to the Royal Com- 
mission here. 

4079. Sir Hugh Watson : Last week. 
It is in fact, Sir Harry, a summary of a 
portion of the memorandum put in by 

the Ministry of Health. 1 would 

submit, of course, it is a remarkable 
bit of innocent or deliberate special 
pleading. 

4080. It is undoubtedly an extract 

from the Health Departments’ memoran- 
dum. The words are very familiar- 

We challenge the very basis of this idea 
that the yardstick of the remuneration 
of the consultant, whether it is in fees, 
or from a system of National Health 
Insurance, or voluntary insurance, bears 
any relation to the whole-time services 
which have existed for generations. 

4081. Could I put this question to 

you? Some of your colleagues are pro- 
fessors in Universities, and some of your 
colleagues are clinical professors in 
Universities? Yes. 

4082. Those of your colleagues who 
are clinical professors have the 
opportunity of attaining to, and no doubt 
many of diem do attain to, the distinc- 
tion awards. You must be aware that 
the remuneration which medical pro- 
fessors, clinical and otherwise, enjoy has 
in due course repercussions on the 
remuneration of other professors not 
only in the medical but in other faculties 

in the Universities? Yes. That 

atmosphere of envy, shall I put it, did 
not exist before the war, before the Act. 
It was recognised that the way of life 
of the clinical consultant who dealt with 
•the sick man was totally different from 
the way of life of someone who had 
entered another walk of life enjoying the 
remuneration, the pension, the conditions 
of work, and so on, of another sphere. 
I know there has been agitation in the 
Universities. I know in my own Uni- 
versity — when this came in, I was still 
an active member of the Senate — that 
this atmosphere as it were of criticism 
or envy was fanned to some extent. But 
that is unfortunate, and it does not alter 



the fundamental situation that the way 
of life, the arduous and continuous 
twenty-four hour responsibility of the 
man who deals with the sick patient as 
an individual, is a way of life which is 
unique, and which has no comparison 
in the full-time services, in the Armed 
Services, Whitehall, the Universities, and 
so on. 

4083. That aspect of the matter has 

been pressed upon us, and rightly 
pressed upon us, but the fact remains 
that before the National Health Service 
you and your colleagues, if you were 
professors in the Universities, obtained 
a salary from the University, but you 
also derived fees from your practice out- 
side about which the University knew 
nothing? It was not their business. 

4084. Nothing to do with them at 

all? No, 

4085. But now the position is quite 
different ; dt is known what the re- 
muneration of clinical professors is, and 
it has repercussions. I would rather sub- 
stitute a more colloquial word, if you 
do not mind, for your word “envy”. 
Is it not part of the general game of 

leapfrogging which goes on today? 

I quite agree with you. It is really 
one of the deteriorations in our society 
that this sort of thing is happening. 

4086. Can we come back to what the 
Ministry of Health said last week? It 
does not seem to me at all unreasonable 
— the Commission have not had a 
chance of considering this among them- 
selves — dt does not seem to me at all 
unreasonable to suggest that the level 
of remuneration of consultants who now, 
whether they think it is a good thing or 
not, are to some extent at least remuner- 
ated on a salary basis, must have reper- 
cussions upon the remuneration of other 
medical people, and in due course on 
other persons in the employment of the 

Crown? 1 think the fire has been lit, 

I quite agree, and those repercussions 
will go on now. It is a pity, but I 
quite agree dt is a human situation. 

4087. Having arrived between us at 
that point, may I say that this point was 
put up by the Ministry of Health last 
week as I understood it simply as a red 
flag, more or less by way of saying to 
the Commission : “ You will have to be 
very careful what you do here, because 
if you do this thing in a big way it will 
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have effects.” That is a matter which 
the Royal Commission will have to 
weigh up and decide what effect to give 
to it. But you see now what is meant 

by that quotation which you read? 

I hope whoever gave that evidence had 
facts to support it. 

4088. It was given by the senior civil 

servant in the Ministry of Health. 

That was his personal opinion. 

Sir Hugh Watson: No. I think it is 
fair to say that it was the considered 
opinion of his Department. It was their 

experience. 

4089. Chairman: Sir Harry. I would 
like to go back a little bit further. Sir 
Hugh drew attention to the point in 
your memorandum where you seem to 
refer only to one of the two criteria 
mentioned by Spens. He said direct 
regard should be paid not only to 
changes in the value of money but to 
increases which had in fact taken place 
since 1939 in incomes both in the medi- 
cal and in other professions. I was not 
sure whether you were challenging that 

conception or not? -No, Sir, in actual 

fact the evidence before the Spens Com- 
mittee from other (professions, as far 
as I remember, was not forthcoming. 

4090. No. It was unobtainable. 

4091. Spens said, “ we leave to others ” 

the decision as to what the rate should 
be in 1948, or whatever year it was, but 
it should have regard to these two fac- 
tors, 'and you have only named one here 
in your submission to us. Yes. 

4092. Does that mean that you think 
the second one named by Spens ought 
not to have been taken into account?—; — 
No, I think it represents part of a wide 
remit, and that part of it in practice 
really faded into the background. I 
think behind it, too, in the eyes at any 
rate of the medical members, was that 
it was a protection against any attempt 
to reduce the consultant’s, earnings by 
this revolutionary change into a salary 
system. 

4093. Sir Hugh Watson: I quite 

accept the point that you made that not 
a great deal of information was avail- 
able to the Spens Committee about the 
remuneration in other professions. The 
point that I think the Chairman has just 
taken up is that when they considered 



the whole matter, Spens — you and your 
colleagues on the Spens Committee — 
fixed what in their opinion would be 
appropriate remuneration for consultants 
at 1939 values, and then they went in 
for this classic phrase with which we 
are so familiar: “We leave to others 
the problem of the necessary adjustments 
to present day values . . That was 
in 1946, and you remember Spens never 
went a day further than 1946 — “We 
leave to others the problem of the 
necessary adjustments to present day 
values of money, but we desire to 
emphasise as strongly as possible 'that 
such adjustments should have direct 
regard not only to estimates of the 
change in the value of money, but to the 
increases which have in- fact taken place 
since 1939 in incomes both in the^ medi- 
cal and in other professions.” — — I 
agree that is quite impeccable. 

4094. What the Spens Committee had 
in view at that time was that in any 
discussions which were to ensue in the 
future, and the Government have always 
said that their view of Spens was that 
the remuneration of the medical profes- 
sion. should be discussed with the pro- 
fession — in your case in Whitley B — 
on the basis of these two factors, due 
regard being paid to both of them.. As 
you are aware, there was not available 
to Spens a great deal of information 
about the incomes of other professions. 
But as. the Chairman began, by saying, 
this Commission is sending out ques- 
tionnaires to I think it is 17 other pro- 
fessions, and we would hope to get from 
that faddy full information about the 
spread of incomes in those professions in 
recent yearn. Would you agree that that 
ought to give a reasonable basis of 
comparison?- — * — 'lit would be, of course, 
a basis of argument or discussion on 
equitable increases, but again I -come 
back to this point that even the earmngs 
in accountancy, engineering, and so on, 
bear no relation really to the earnings 
of consultants in this country. Whether 
there is a percentage increase on present 
day values, and so on,, which has some 
reference to the financial picture which 
other professions give, is immaterial, so 
to speak, from the point of view of the 
Royal College of Surgeons. That must 
be left obviously to negotiation and dis- 
cussion, but we do represent a wang.ol 
the profession which in a free profession 
has set its own standards of remuneration. 
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4095. Professor Jewkes : When Pro- 
fessor Bradford Hill was mating a 
census of pre-war earnings for the pur- 
pose of your Committee, he had to Snd 
his own definition of consultant as there 
was no standard definition of consultant. 
He did that, and he found 1,700 con- 
sultants who conformed to his definition. 
He proceeded to collect figures for the 
earnings of those consultants, and it was 
upon those earnings mainly that the 
Spens Consultant Committee made its 
decision. When we turn to the early 
days of the National Health Service we 
suddenly find there are 5,000 consultants. 

Professor Bradford Hill’s analysis 

was based on a sample of those who sent 
in a return — a bit more than a thousand 
— 'those who gave complete returns for 
their net and gross earnings during the 
1939 period, covering the whole range of 
the fields of medicine, surgery, the major 
specialties, radiology, and. the like. It 
was regarded by the statisticians as a 
significant sample. Those were _ facts, 
those were earnings. It was evidence 
of the gross earnings, and the variation 
in overhead expenses, very high in some 
branches like radiology, loiwer in medi- 
cine, and so on. That was of the 4,000 
or 3,000 odd consultants who were asked 
to return this information. It was. a 
smaller number, ‘but regarded as sig- 
nificant, and on that the mean income 
was calculated ; on, that was built the 
merit award system in order to bring 
earnings throughout the age periods up 
to the earnings which had been derived 
from free practice, in the free market as 
it were, from consulting fees. 

Professor Jewkes : I am afraid I put 
my question very badly, Sir Harry. What 
I was meaning was that in fact Professor 
Bradford Hill took the sample from 
1,700 persons whom he 'believed consti- 
tuted virtually the whole of the group 
of consultants in England in 1939. 

4096. Chairman : In fact, Sir Harry, I 
think he sent a form to every single 
person when that list was compiled. This 
is what he says : “ All the part-time visit- 
ing staffs of local authority or voluntary 

hospitals”. There were many more 

at that time I am sure. 

4097. Professor Jewkes: What is the 

explanation of the big jump in the num- 
ber of consultants? 1,700 was not the 

number of consultants in 1939 in this 
country. There were many more. Since 



the Act a great number of new consultant 
posts have been created. At the beginning 
of the special Merit Award Committee of 
which I was an original member, and re- 
mained a member until last year, the 
number then was probably in the whole 
constituency in England and Scotland 
something like 4,000. I am just guessing 
ithe figure, hut the number has gone up 
considerably because consultants ihave 
been appointed now throughout the 
whole of the realm to the smaller centres 
where no consultant (previously existed. 
These are people who have gone through 
this long and arduous academic and prac- 
tical training which the consultant life 
still demands. 

4098. Is it possible that iwlhen the 
National Health Service was instituted it 
did mean that a number of people who 
before the war would not 'have been re- 
garded as consultants then entered the 

consultant class? No, I do not think 

so. 

4099. Sir Hugh Watson : I was rather 
interested to round off Professor Jewkes’ 
point — we were told by Lord Moran the 
other day that there are now 6,700 con- 
sultants in England and Wales, and a 
number, to him unknown, in Scotland m 

addition. Mr. Harold Edwards: May 

I say on this point that the term “con- 
sultant” is a new term, and we were 
not consultants before .the war, until we 
retired we were consultant surgeons. I 
have not read Bradford Hill so I am 
speaking without adequate information, 
but I should suspect that there was some 
disparity caused by determining exactly 
what a consultant was in those days. We 
were honorary surgeons or honorary 
physicians unless we were in full-time 
service, and I imagine that there may be 
as a result of the great difficulty in de- 
fining this term some disparity in the 
numbers before tihe war when this was 
done, or just before the war when there 
was Bradford Hill’s review. 

4100. Professor Jewkes: No, in con- 
nection with the Spens Report. Just 

after the war. 

4101. Chairman: It was done after the 
war in relation to people known to be 

practising just before the war. I recall 

that, but I think probably the difficulty 
in defining what was then a consultant, 
which is entirely a new term since the 
Act, might have been one of the reasons 
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at least for this difference in numbers. — 
Sir Harry Platt : I would submit that the 
constituency existing at the time of the 
Spens Report did not represent any dilu- 
tion. The names were taken from the 
directories of the hospital staffs, tooth of 
the voluntary hospitals, teaching and 
non-teaching, and of the local authority 
hospitals, and really included men of 
consultant status in every sense of the 
word who were not practising in general 
practice. 

4102. Sir David Hughes Parry : Could 

I put it in this form? I understood you 
to say that there were full-time salaried 
doctors on the staff of local authorities 
whom you would not regard as consul- 
tants, is that right? A mere handful 

at the time. 

4103. Have you any idea of the num- 
bers of those who are graded now as 

consultants? Most of those toy virtue 

of long experience have received con- 
sultant status . — Sir James Paterson Ross : 

I wonder whether I might put in a word 
here to help on Sir David’s point? I 
think we would all agree now with iwhat 
Sir Harry has said, that before the war 
many of the local authority hospitals 
were, we would regard, under-staffed, 
and staffed by men who had not gone 
through this training, men who did not 
have the Fellowship of the Royal College 
of Surgeons, for example. And there is 
no doubt whatever that one of the effects 
of the Health Service has been to upgrade 
the hospitals in different parts, of the 
country so as to give a more uniform 
improved service — in surgery we are 
talking about partioulairly ; and it is for 
that reason I think, among others, that 
the number of consultants has increased. 
It is not the increase in the numbers of 
consultants in the great teaching hos- 
pitals, the well-estabhshed hospitals, but 
ithe improvement in the standard of the 
surgeons up and down the country, the 
increase in the facilities available to 
patients uniformly ail over the country. 
I think that is one .of the great changes 
made by the National Health Service. 

4104. Chairman: That you would 

regard as a considerable advance, would 

you, Sir James? Yes, Sir . — Sir Harry 

Platt: Barrow-in-Furness, which Lord 
Moran used to quote, both in Spens and 
in the early days of the Merit Award 
Committee, now has a complete range 
of consultants, younger men, highly 
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trained, appointed since the Act, and 
that is the great triumph. 

4105. Professor Jewlces: I think the 
point I am trying to get clear is this. 
After all you were on the Spens Com- 
mittee and you know. When you were 
discussing the level of consultants’ 
earnings under the Health Service, were 
you .thinking about 1,700 people, or were 

you thinking of 4,000 .or 5,000? 1 

cannot remember the constituency at that 
date. It was more than 1,700. We were 
thinking of the whole -lot who held re- 
putable hospital appointments and who 
were practising as consultants in the 
sensfe that they were consulted by general 
practitioners. 

4106. You were thinking of more 
people than Dr. Bradford Hill had taken 

into his census? We regarded .that as 

a sample, those people who took the 
-trouble to. fill up the questionnaire and 
return the details of their incomes. 

4107. You were thinking of the 

numbers in the population from which 
Dr. Bradford HM decided to take the 
sample? Certainly. 

4108. Sir Hugh Watson : We have had 

a great deal of evidence about the trans- 
lation into, modem terms of the recom- 
mendations of your committee. It has 
been suggested to us (that the way in 
which to apply that double-headed 
recommendation of the Spens Committee 
is that this Commission should recom- 
mend that the medical profession should 
have remuneration based on the value 
of money or on the incomes earned by 
oomparable professions today, whichever 
is the greater. What would you say 
to that? That seems to me to be pre- 

judging the whole situation, as it were ; 
that is a plan of action which the Com- 
mission will have to consider, became I 
think we all appreciate the very great 
difficulty you are facing in this quite 
novel situation. But it seems to me 
again one of these sweeping statements. 
In other words, are we to take the income 
of Sir John Simon, as he then was, or 
Sir Hartley Shawcross, .and so on, at the 
Bar, or are we to take the high salaries 
of .the great leaders of industry and cor- 
porations whom I need not mention? 
But ffiat is your job. I am not sure that 
the medical profession, and particularly 
.the consultants for whom we speak, 
really feel that our case— and the Royal 
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College of Surgeons ds not putting for- 
ward any extreme claims — should be 
judged by these other yardsticks. 

4109. By the yardsticks laid down by 

Spens you mean? On the spirit of 

the advance from 'that base, which was, 
as we said so many times, the equating 
of a salary with the income earned in 
free conditions. 

4110. Chairman: Sir Harry, I think I 
have got the sense of what you are 
saying. How do you consider that there 
should be some sort of relationship 
established between 'the earnings of con- 
sultants, the average consultant if you 
like, and those of other branches of the 
profession, or do you consider that they 
are so far out 'that it is impossible ito 

compare them? There should be a 

relationship with those in other branches 
of the profession, in general practice, 
who deal with the sick man as an 
individual. 

4111. Other branches of the profes- 
sion, those in general practice on the 
one hand, and earlier stages in your own 
branch of the profession, for instance the 
registrar, senior registrar, senior hospital 

medical officer, and so forth? During 

the period of training which leads up 
to the final act whereby a man becomes 
a consultant, obviously I think we would 
agree that the scales of remuneration 
during the time a man is in statu 
pupillari should be related to' the general 
economic pattern. 

4112. I still do not think you have 
quite answered my question, and I was 
not quite sure you had answered all 
Sir Hugh’s either. Are you maintaining 
that there should be a relationship or 
that there should not be a relationship 
between the consultants and, if you like, 
first of all the general practice branch 

of the profession? Yes, I think it was 

felt in the Spens Committee, and later 
in the one on general practice, that there 
should be a . lesser gap between the 
general practitioner, the experienced 
general practitioner, and the earnings of 
the consultant than had existed in the 
older days. The profession felt that as 
a whole. 

4113. The general practice report was 

actually a good deal earlier, not later 
than the consultant one. Yes. 

4114. But I am talking about what you 
feel now. Do you feel there should be 



a relativity or relationship between the 
earnings of the consultants and those 

in general practice? Yes, all those 

who deal with the sick person as an 
individual who have a totally different 
contract in life from those who hold 
posts in whole-time services which have 
existed for generations, and who are not 
dealing with the sick man. 

4115. Sir Hugh Watson: I do not 
follow what you mean. Who are these 

last people to whom you refer? 

Medical officers in the Armed Forces, 
medical officers in the public health 
services — I shall probably not be popular 
for saying this— in Whitehall and else- 
where, for whom the highest academic 
qualifications are not necessary for that 
way of life. 

4116. Chairman: Nobody was suggest- 
ing that any of these figures should be 
identical. The question is whether there 
should be a relationship, whether they 
should really have any bearing to one 

or the other at all? 1 suppose in 

justice there should be some relationship 
in order not to create a feeling of 
injustice throughout the profession as a 
whole. 

4117. Sir David Hughes Parry: It is 
not a question of envy or injustice, but 
a question of recruitment into different 

branches, is it not? No, because the 

recruitment to .the consultant life— and 
I purposely avoid the word “ladder” 
which my friend, Lord Moran, stumbled 
into— represents a series- of hurdles ; first 
of all the years of academic study and 
practical experience which are necessary 
to take the Fellowship or Membership 
of the Royal College of Physicians, and 
then the long period of hard training, 
and that is something quite unique. 

4118. Chairman: Well, Sir Harry, 

there are now quite a lot of people who 
are whole-time consultants, are there 
not? Yes. 

4119. And the relationship as far as 
can be judged between the average 
whole-time consultant and the average 
general practitioner in the same sort of 
age does show a very considerable 
financial recognition of those facts as 
far as- the whole-time consultant goes, 

is not that so? 1 should think so. Of 

course, even before the war — before the 
Act— there were a very considerable pro- 
portion of general practitioners earning 
substantial incomes, and quite a number 
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of consultants, as Professor Bradford 
Hill’s analysis revealed, were earning 
quite modest incomes. And that was not 
necessarily during 'their lean years, be- 
cause that always applied ; so that I do 
not think there has been a revolutionary 
change in the broad picture. 

4120. Sir Hugh Watson : I may be 

wrong, but I think what the Chairman 
was trying to get at was a much simpler 
matter than I think you thought. I think 
ihe Chairmian’s question was really this. 
Do you think there ought to be a rela- 
tionship between the remuneration of 
general practitioners and the remunera- 
tion of consultants? 1 Oh, yes. 

Sir Hugh Watson : I think that was 
your question, Sir? 

4121. Chairman : Yes. I was trying to 

find out to whom you thought consultants 
should be related? The general prac- 

titioners undoubtedly, because that is the 
same kind of clinical life with a different 
setting. 

4122. Professor Jewkes : We have got 
on to the matter of principles a bit earlier 
than I had expected, but since we are 
discussing it may I ask you about another 
possible principle. The statisticians tell 
us that the real income per head of this 
country has gone up by 20 per cent, in 
the last ten years or so. Vulgar people 
would just say that we have never had 
it so good as a community, and there are 
people who are talking about the pos- 
sibility of doubling the standard of living 
in the next twenty years, and so forth. 
The medical profession would not want to 
see itself cut out of some share in the 
steady increase in the national prosperity, 
would it? If you only had your earnings 
adjusted to the cost of living that would 
be tantamount to saying: “We are cut 
out of the general improvement in 

national wealth.” No, I think it is 

quite reasonable, but, of course, the pro- 
fession for two thousand years has set its 
own fees in a way irrespective of the 
rise in per capita income of the nation, 
and naturally with increasing prosperity 
the doctor or the consultant would adjust 
his fees accordingly in the conditions of 
a free society. I think I rather regard 
your question as a little bit too broad 
to be answered. 

4123. I was only thinking that since 
the level of medical earnings has been 
fixed, as you say, for 2,000 years in a 
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free market, and since now other tests 
have to be applied, other principles have 
to be observed, that the one I mentioned 
might be one that anybody that had to 
make decisions at the present time should 
have in mind. For example, as I say, 
in the last ten years there has been this 
real increase in income per head in this 
country of 20 per cent., or thereabouts, 
and no one I think challenged the point 
that doctors have not had any share in 
tot. Is that felt by the medical profes- 
sion to be unfair? 1 suppose that 

where remuneration comes from the State 
there is bound to be a lag in increases in 
remuneration. But I think you can see 
from my thesis that there is still a sense 
of uneasiness with this concept of a pro- 
fessional service for consultants, and the 
concept of the State as a whole and 
complete employer. 

4124. Sir David Hughes Parry : Could 
I suggest another principle that may have 
to be taken into consideration? Would 
you agree in the earlier days of the con- 
sultant’s career there is a much greater 
economic security for him than there was? 

Would you agree to that? Yes. Of 

course with spectacular inflation the 
economic security which arose out of 
Spens is now rather a bare and austere 
type of security at senior registrar level 
as we say later on in our memorandum. 
There is still a lean period for the young 
consultant in his earlier days, before he 
can either acquire some consultant prac- 
tice or before he can qualify for a merit 
award. 

4125. But there is much greater security 
really? — Yes, unquestionably. 

4126. Can I take you a stage further 
than tot? There is from the fact tot 
■there is a guarantee of seven or eight 
increments of salary for consultants an 
element of greater security in the early 
days, and even perhaps in the later days 

of the consultants? Yes, except we 

have s till to recognise that the security of 
those in higher training now categorised 
as senior registrars is ia isecurity in which 
a time limit has been set for the period 
of training. And 'if at the end of four 
or five years still ‘they have not obtained 
a consultant post that security in theory 
and in practice goes, vanishes. 

4127. Chairman : We have heard a 

good deal of that problem, and we wil 
shortly be coming to that particularly 
and separately. The President will 

A 7 
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agree the College is concerned, deeply 
concerned, over this problem. 

4128. Sir David Hughes Parry : The 
point I was making for was this, that it 
might be that some discount or allow- 
ance ought to be made for that security 
provided it is an adequate security. - 
Of course, yes, if you adopt this funda- 
mental concept of the State as the 
employer. This, of course, is something 
that would be quite reasonable in view 
of the training he receives. But that line 
of argument is very repugnant, of course, 
to the age-long traditions of the medical 
profession, and it must 'be so, and it 
would be repugnant, Sir David, to the 
profession of which you are so distin- 
guished a member. 

4129. Sir Hugh Watson : Of course I 
quite accept that, not being on the same 
basis as either you or Sir David, ibut at 
the same time you have already indicated 
one way in which the National Health 
Service has benefited this country to a 
great extent, and that is by spreading the 
consultant service right throughout the 
country. You agree I am sure for the 
Royal College that the National Health 
Service has come to stay, and the Oollege 
will accept that they are now on a dif- 
ferent basis from what they used to be, 
however much that basis may compare 
unfavourably in their view with what it 

was ‘before the war? Sir Hugh, I 

do not think any scientific outlook would 
agree that something that has come to 
stay should remain unchanged. It is 
surely within possibility that a consider- 
able review, reorganisation and improve- 
ment of 'the fundamental structure of 
the National Health Service might take 
place in years to come, and that might 
result in something like a reversion to 
the old state of affairs, as, for example, 
the situation which exists in the United 
States, Canada, Australia, New Zealand, 
and so on. 

4130. We are concerned here with 
remuneration, and perhaps that is a wide 
enough problem for us to deal with. 
Now may I take you a little bit out of 
turn, and go to your paragraph 25, where 
we asked you how you would suggest 
that remuneration in future should be 
dealt with. You do not deal with it 
very specifically, but you do suggest in 
paragraph 26 that “It should not be 
impossible to devise an Arbitration 
Council of the 'highest level. . . .” You 



probably know that there is a general 
principle that it is not thought that arbi- 
tration is an appropriate way of dealing 
with remuneration of people in the higher 
salary brackets who are employed by the 
Crown, and we are lo dicing around 
therefore for some other way. Now you 
probably know the British Medical Asso- 
ciation have suggested something of the 
nature of the Coleraine Committee. You 

are familiar with that? 1 am not. I 

do not know whether my colleagues are. 

4131. Chairman : You know what it is. 

It is the Committee arising out of the 
adoption by the Government of the 
recommendations of the Priestley Com- 
mission on the remuneration of the Civil 
Service. Yes, now I remember. 

4132. Sir Hugh Watson : The 

Priestley Commission recommended 
that there should be set up a committee 
which would (be purely advisory, and 
that is in fact the Coleraine Committee. 
The British Medical Association sug- 
gest that there should be set up a body 
apparently comparable to that which 
would have a Chairman possibly with 
a legal background, that it should con- 
sist of other members agreed by the 
Ministry on the one hand and by the 
profession on the other hand, and that 
it should base its deliberations on an 
index which is to be agreed. We have 
not had an opportunity of hearing from 
the British Medical Association as to 
what they mean 'by that index, whether 
it is to be an index based entirely on 
cost of living, or which of the many 
varieties of indices, with which Profes- 
sor Jewkes is familiar, they are dealing. 
Would you think .that some such tribunal 
composed of eminent people, in which 
both the Ministry and the profession 
would have confidence, working in an 
advisory capacity would ensure that the 
future remuneration of your profession 
can 'be adjusted without the difficulties 
which have attended it in the last ten 

years? 1 should have thought that 

the sort of thing that you outline would 
be covered by our reference in paragraph 
26 to an Arbitration Council. 

4133. You see unfortunately it is an 
essential principle of arbitration that if 
you go to arbitration both sides agree to 
be bound by the decision of the arbiter. 

1 think “ Arbitration Council ” here 

probably should be in inverted commas ; 
it is just a description of a body which 
is not within the Whitley machinery. 
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4134. Chairman: Arbitration in this 

respect does not mean arbitration? 

No it means discussion . — Sir James 
Paterson Ross: Yes, fact-finding was 
our idea— an advisory body.— Sir Harry 
Platt: I think Sir Hugh has put forward 
a very interesting and very acceptable 
point on review machinery. 

4135. Sir Hugh Watson: Please do not 
run away with any too happy idea about 
this, because we have not had an oppor- 
tunity of testing what the B.M.A. really 
have in mind about this matter. But 
you would feel generally that, supposing 
this Royal Commission were to make 
some recommendation which was accept- 
able to the profession and to the Govern- 
ment, one that would be continued and 
reviewed! by a body such as the B.M.A. 
suggest, or some such body, that would 
be a reasonable way of dealing with the 

situation? 1 should think eminently 

reasonable, and most acceptable. You 
did ask about paragraph 25. The Royal 
College of Surgeons did not put forward 
any figures because we understand that 
our sister College, the Royal College of 
Physicians, had entered that field. We 
are told that they have suggested a scale 
of increments on the present remunera- 
tion. 

4136. In other words, as you said 

earlier, you are not talking about half 
crowns?- No. 

4137. Like Sir David you are talking 
about guineas rather than half crowns. 
Yes, the old fee. 

Sir Hugh Watson : Now, Sir Harry, I 
think that deals largely with the ques- 
tions on the principles of remuneration, 
unless you or any of your colleagues 
wish to add anything on these matters. 
I think we see how you feel about this. 

4138. Chairman: I would like to come 
back to one point that Sir David raised 
on this question of principle. He did 
refer to the question of recruitment. I 
was not quite sure, hut I rather thought 
that Sir Harry felt that the question of 
recruitment, the supply of suitable 
candidates, both into the profession and 
the question that you did not answer in 
your memorandum about excessive 
resort to one branch or another of the 
profession — I was not sure that Sir Harry 
felt that had very much to do with it. 
1 do not know whether Sir David 
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meant general recruitment to the medi- 
cal profession, because my colleagues 
are prepared to speak on that. I also 
think any change in remuneration would 
make it less attractive. Our evidence 
really emphasises the importance of 
tradition as a stimulus to the entry into 
a learned profession, particularly of 
father to son, and so on. 

4139. Sir David Hughes Parry : Was 
paragraph 16 dealing with recruitment 

to the whole of the profession? 

Yes, we were asked one of your ques- 
tions, and we answered that to the best 
of our ability. I think we do recognise 
now the competition for the type of 
medical student, the sons of doctors, 
and the ones that we mentioned 
here, who have formed the profession 
for generations. They are now subjected 
to a tremendous bombardment of pro- 
paganda on other ways of life, peat 
supplements in “ The Times ” and “ The 
Manchester Guardian ”. The son of a 
doctor who has seen his father working 
hard says: “I am going to be a 

Cockcroft or a Chandos ; I am not going 
to attempt this arduous life of a doctor ”, 
I think that is a new factor which may 
influence the quality of our recruits. 

4140. Does paragraph 16 represent the 

view of the Royal College on the type 
of person that needs to be recruited— 
particularly the last sentence, which is 
a little scathing? Yes, intentionally 



4141. Now I wonder if you could give 
gures to support that, or is it merely 
ie result of your general impression, is 

pure theory? 1 think my colleague 

fr. Harold Edwards, who is engaged 
l undergraduate teaching, will answer 
aat. — Mr. Edwards: There were two 
luestions there, were there not, Mr. 
lhairman? First of all the numbers and 
eoondly the quality. Numbers are easy 
o report on, and as far as my own 
nedical school goes I have got out the 
inures here which are very interesting to 
no at least, and I hope may be to the 
lommission. Now m 1949 we had 625 
OTlications to enter my medical school, 
n 1958 we had 397. Now we work 
hat down to an even better figure, 
[here were in 1949 1T3 
or each available place, and m 1930 
'■2 applications for each available place, 
io although these figures are for a small 
A 8 
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section in one London medical school 
they do show a trend in that less students 
are applying to enter medicine. As re- 
gards quality there is no yardstick. One 
can give only impressions, and one has 
to exercise for oneself the thought that 
students ‘are not what they were when 
we were students. But even allowing for 
that we feel that quality has deteriorated, 
though it is impossible to prove this — 
there is no proof available, there are no 
figures available. It is only an impres- 
sion, because in medicine what are you 
going to compare quality with? What 
are your standards? Is the best doctor 
going to be the man who has vast human 
sympathies, or the boy who is top of his 
class and easily gets, a State scholarship? 
What are your determining factors? It 
is what Sir Harry implies, it is not snob- 
bishness at all, that the social back- 
ground of a doctor is so important. In 
his work of treating patients he has first 
of all a human problem, and secondly 
a scientific problem. Our impression is 
that if you take that as a yardstick which 
is not measurable in terms of science, 
but only in terms of impression, that 
the standards of medical students are 
not as good as they were. I would not 
say they are less industrious. I think 
they are more industrious, possibly a bad 
thing. I would not say that they are not 
better at examinations, they probably 
are. If you take the other interesting 
point, the number of students now who 
are financed by some body or other, 
mostly the State — you know of this, of 
course, but it is interesting — an our own 
medical school in 1938 27 per cent, of 
the students were financed by some body 
or other, and now it is 74 per cent. ; 
and the number of financed dental 
students has risen even more because 
of the increase in places at dental 
schools. It means, of course, that you 
are selecting the boy who is extremely 
good at scholarship, but who is not 
necessarily the best boy to train for this 
type of profession. So I would say on 
the whole our impression is that there 
is a different standard, anyway a dif- 
ferent type of individual who is going 
into medicine now than was the case 
before. 

4142. Stiff you have an opportunity to 
select one in seven, and it may be that it 
is not the quality of the student but the 
quality of the selection that may be 
wrong? That is a point which we 



could debate all day, the method of 
selection. You first of _ all have to base 
it on scholarship, there os no other way. 
Perhaps you may have 250 students 
applying at your medical school, and 
you are not going to interview all those. 
You have to take the first 60 based on 
scholarships and headmasters’ reports 
and so on ; and most of us believe that 
the right way then is not the intelligence 
test and writing essays, but the interview. 

I defy anybody to determine when they 
see a boy at the age of seventeen what 
he is going to be like at the age of 
twenty-three, and yet that is the best 
method we have of doing it, at least we 
think so. So that you are quite night 
in that there is a selection, but we are 
not sure it is the right selection. And 
as I say, and Sir James, my President, 
would say exactly the same thing about 
it, I am sure, that we have exercised a 
very great deal of effort in selecting the 
best students. 

4143. Have you any ideas as to the 
number of students whose fathers are in 

the profession? It is a diminishing 

number, but I have no figures. 

4144. Because there have been sug- 
gestions that those figures are going 
down possibly not only in this country 

but elsewhere as well? There is 

another factor, of course, and that ,is that 
the general practitioner is outside the 
scale of income which enables the cost of 
his children’s training to be supple- 
mented by the State. So the type of 
individual whom we want, that of the 
doctor’s sons who are brought up in the 
atmosphere of medicine, becomes less 
and less ias the doctor is unable to send 
his son for six or seven years training. 
That is the economic reason why the 
standard is a different standard from 
what the medical student .used to be. 

4145. But you can recruit now from a 
much wider field having regard to these 

subventions from the State? That is 

absolutely true, that you have a wider 
field but a wider field does not neces- 
sarily mean a better field, because you 
have a ohanging level of people who are 
coming in, being financed from outside 
and knowing they are being financed 
from outside. I do not say this is a bad 
thing that you have a wider field ; it is 
probably a good thing, because it is a 
good thing, I believe — it is only a per- 
sonal view — to have people in this pro- 
fession from all fields but not 
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substantially from one group of social 
background which we are getting now. 

4146. Chairman : You say you are 
now getting students substantially from 

one group? Yes, I would have 

thought we are getting them. In fact 
if you take their history from schools 
and the schools they are going to you 
will see there is a difference as compared 
with before the war. 

4147. Certainly there is a difference 
There is no doubt about it, but they are 
coming in now substantially from only 

one social group, are they? May I 

put it this way, Sir. I am not meaning 
this snobbishly buit the group wiith the 
lower social background which we all 
understand is greatly different and that 
sodal background is now occupying or 
now composing the greater percentage of 
people who try to get into medical 
school whereas before that was a very 
much smaller percentage. 

4148. But you are stiff exercising a 
considerable degree of selection by 
tests, on merit of some kind?— Yes, 
Sir, buit I am now not talking about the 
people who are selected but of people 
who enter and appear for selection. 

4149. AI the applicants? Ail the 

500 or 250 who appear from which we 
would choose 60. 

4150. Sir David Hughes Parry : And 
other things being equal you would 
prefer the son of a medical man ; you 
would give preference to his admission? 

Certainly, in the interview. He is 

brought up in the atmosphere, perhaps 
going back to his grandfather. 

4151. Chairman: Have you any 

figures about applications going further 

back? You just gave 1949. 1 have 

not the applications for admission in 
1939 but they would be far less in 1939 
than in 1949. 



4154. Mr. McIntosh : But you feel the 
number of applications is falling off now 
w 50 ^ 111 ® to , fche fi g ur es you give us. 
Would you be prepared to express an 
opinion as to how much this is affected 
by the prospective student’s knowledge 

about remuneration? 1 think that is 

an unanswerable question, Sir. I think' 
roust have a bearing because we 
all of us should have knowledge of put- 
ting children into some profession or 
trade; it is very largely father’s choice 
and not the individual’s choice. He has 
to make his choice at 17 and it would 
appear that one of the reasons behind 
this is an economic one .— Sir Harry 
Platt : If I might just say, Sir, I think 
this waxing and waning of entries to 
medical school is a much more complex 
problem today, as indeed it always was. 
Long experience in a great provincial 
medical school, my own in Manchester, 
i .think illustrated .that, when, during the 
great depression periods in the cotton 
trade, using that as an example, the indus- 
trialists sent their sons into the profess- 
ions — accountancy and medicine — instead 
of keeping them in the family firm. I 
remember being very struck by that. 
Now this question of decline, I think 
would lead the Commission into all sorts’ 
of bypaths. The doctor’s son has to com- 
pete for a State scholarship today like the 
son of anybody else. I think the clientele 
of the London medical schools differs a 
little over the last forty years from that 
of the great provincial medical schools 
where we have always had a cross section 
of all classes and I do not think that has 
changed very much. But the point which 
I did make is that there is this tremen- 
dous competition for the able boy or girl 
and for those from -the background which 
we feel medicine still needs, with this 
vocational sense, the sense of being set 
apart. It is the fascination of the engin- 
eering and nuclear age which affects our 
recruiting. 



4152. These views which you give 
seem to ibe paralleled all over the world 
and I think in the United States it has 
been remarked on. But you would still 
be getting more applicants now than 

before the war? Yes, I would say 

more now than before the war but that 
is. only an impression. 

4153. We had figures in Scotland that 

oore that out very much. It is very 

easy to get figures. It did not occur to 
me to get the number of applications. 

31046 



4155. Sir Hugh Watson: That, of 
course, is affecting it)he recruitment to 
many other professions besides medicine. 
It must do. 

4156. Professor Jew Ices : One of the 
documents which has been put before us 
regarding recruitment is, of course, the 
report of the Willink Committee. There 
seem to fee various ways of interpreting 
the conclusions of the Willink Committee 
but at least one way of interpreting them 
is that there are, in fact, sufficient doctors 

A 9 
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at tlae moment. One of the recommen- 
dations of .(he Willink Committee, as I 
understand it, is that perhaps entries to 
medical schools should 'be cut down 
slightly* Do you feel that the Willink 
Committee has got the right story here? 

Sir lames Paterson Ross : It is very 

hard to answer. — Mr. Edwards : There 
has .been a good deal of discussion , 
there are many factors. I do not Hunk 
you can pin down one factor. The 
Willink Committee might have attempted 
to do that. 

4157. Chairman : Might it perhaps be 
true, Sir James, .that in some branches of 
the profession, perhaps in the branch of 
general medicine, for instance, there 
might be a need for fewer doctors than 
look likely to come forward under the 
.present circumstances, whereas in other 
branches— for instance neuro-surgery — 
there might be a need for more ; that 
the conclusions of ,the Willink Committee 
are not necessarily of unanimous applica- 
tion throughout? Sir James Paterson 

Ross: I think that is perfectly right, 
Sir. You can see from the returns, even 
those that are prepared by the Ministry 
about the vacancies in certain specialties, 
that there is more room in some than 
others. There is no question about it and 
I think people are often prepared to 
switch from one to another — if they are 
wise, they are — at least .they have always 
done that in the past. 

4158. You are speaking today for the 
surgeons. The consultants as a whole 
are represented rather by the Joint Con- 
sultants’ Committee. I wondered whether 
you would find it easier to answer just 

from your own surgical branch? 

Within surgery I think there is room in 
some specialties more than in others. I 
think that is perfectly true. 

4159. Professor Jewkes: You know, 
Sir James, that was rather shot at you 
without notice. If the Royal College wish 
to make any comments subsequently 
upon the whole question raised by the 
Willink Committee I, for one, would he 

very .grateful to have them. We would 

be very happy to go into that carefully. 
We have already had an interest in it 
but I do not think, we have ever discussed 
it together to .get a considered opinion 
about it. There is no doubt that the ten- 
dency for certain men to feel that there 
are more opportunities elsewhere is some- 
thing . which has been brought to your 



notice a great deal. I mean people emi- 
grating when they 'are really pretty well 
trained and it is not because they are 
not good that they go abroad, it is 
because they feel there are greater oppor- 
tunities. That is the same problem, is it 
not, this question of finding a footing in 
this country. 

4160. Chairman: Such figures as we 
have had about emigration and immigra- 
tion do not show any marked change in 

the position. As I understand it, Sir, 

there has been a fluctuation. There was 
a great deal of movement away in the 
’thirties and then it dropped, I think, in 
about 1947, some time like that, and then 
it is tending to rise again now. I think 
that is the general impression but it is 
hard to get reliable figures about tot. 
Having been recently in Australia and 
Canada myself I was struck with the 
number of very good men who have 
recently moved from this country to 
Canada and Australia. In conversation 
with them I went into this extremely 
carefully. I asked them why were they 
not able to do these things at home, both 
in .general practice, that is, and in surgery 
and the answer was they could not afford 
to run their practices in this way at 
home. I cross-questioned them very 
carefully about that and I came to the 
conclusion that what they were telling 
me was absolutely true. 

4161. In general, Sir J.ames, I do not 

think there would seem to be any great 
disparity between doctors as a whole and 
the community as a whole as regards 
emigration? 1 do not know that. 

4162. But would your impression be 
that at least the top doctors are finding 
these extra opportunities abroad more 

readily? No, Sir, not necessarily, 

they are in all grades. I can think of 
several in my mind now who have gone 
to consultant posts .in -other countries, 
but also I am thinking of general prac- 
titioners and quite junior ones at that 
who just were dissatisfied with their 
opportunities here and have found better 
opportunities abroad . — Sir Harry Platt: 
I .am sure that is true of general practice. 
When I was in South Africa last year I 
was quite surprised to find the number 
of young men, o-f course quite a number 
of consultants, but others in general 
practice, who had gone out since the war 
to South Africa where the conditions of 
general practice are most attractive, even 
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in the native reserves, very attractive 
indeed. 

4163. Sir Hugh Watson : Hhere always 
was, Sir Harry, Was there not, what you 
might call a considerable export of 

doctors from dais country to India? 

Yes. 

4164. Which is now closed. Sir 

James Paterson Ross : They did not have 
educational facilities in India like they 
have now, I think that is partly the 
■answer. They now have their own 
medical schools. 

4165. What I meant is that one of the 
recognised outlets for a qualified doctor 
in this country was to go to the Indian 
Medical Service. That is now closed and 
to some extent possibly that gap is being 
filled by Canada, South Africa, and 

Other countries. 1 suppose there 

always will be a movement. It is a ques- 
tion whether it was for the same reason. 
Most of the people in the past went 
mostly for adventure and I think now to 
some extent it is economic. They like 
the conditions of life as they are in 
medicine in these other countries better 
than the conditions here ; that was made 
perfectly clear to me. They were not 
people who were emotionally unstable 
or anything like that, they were really 
giving me hard facts. 

4166. Chairman : You mention South 
Africa ; as far as we can judge, at least 
we are told on figures that are a bit 
difficult to interpret, that South Africa 
is one of the countries from which there 
has been a good movement to this 

country. Sir Harry mentioned South 

Africa. I was in Australia and Oarnada. 

4167. It so happens that South Africa 
was one of those countries from which 
there has been a good movement to this 
country. — —Sir Harry Platt : In medi- 
cine? 

4168. Doctors. Does that surprise 

you? You mean British graduates 

who had gone out .there and then come 
back? 

4169. I do not think it is possible for 
the statistics to be as complete or 
thoroughly dissected as that but South 
Africa happens to be one of the countries 
in which the net movement tends to be 
this way. That rather surprises you I 

gather? There is, of course, we all 

know, a very tense political situation 



there which intimidates some. — Mr. 
Edwards : May I just say one thing. 

Sir Hugh spoke about the Indian Medical 
Service. Its members were really on 
reflection not recruited from this part of 
the country. I think most of the I.M.S. 
came from Ireland or at least a very high 
percentage of them, not that that is 
material. 

Chairman-. The trouble about the 
statistics, Sir Harry, is that when students 
come here from overseas they are 
counted as students and when 'they go 
away, having taken their degrees, they 
are counted as doctors and it always 
looks as if more doctors go than ootne. 

4170. Sir Hugh Watson: Could we 
pass to another topic, Sir lames? I am 
not sure whether this is for you or for 
Sir Harry. You laid stress in your 
memorandum on the desirability of 
having the consultant service predomi- 
nantly part-time? Sir James Paterson 

Ross: Yes. Either of us, I think, can 
talk about that but again Sir Harry repre- 
sents in a way the part-time consultants 
and perhaps I represent in a way the 
University members that I mentioned: 
earlier this morning. I am quite con- 
vinced myself, although I am a Univer- 
sity professor, of the importance of the 
part-time consultant in medical schools 
as well as in the Service as a whole. 

4171. This was made quite plain to us 
by the loint Consultants’ Committee 
when they gave evidence to us some 
months ago-. The principal point that 
they stressed was professional freedom? 

Yes, there is freedom, but if I may 

speak purely from the medical school 
point of view for the moment, I think 
the part-time consultant and . the part- 
time clinical teacher has a slightly dif- 
ferent attitude even to his olimcal work. 
In. other words, he has to be capable of 
managing his patient from beginning to 
end and instil into his students .an 
important attitude of _ independence ; 
whereas there is no getting away from 
it, the .academic teacher does tend to rely, 
to some extent, on his assistant for some 
details which, I think, the student should 
leam for himself and learn to be inde- 
pendent about. I hope I am making this 
point dear? 

4172. Yes. -That as why I think that 

a part-timer is of tremendous import- 
ance in the teaching field. _ Now, in 
regard to practice I think it is important 
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from the patient’s point of view that he 
can feel that he can get an independent 
opinion. As Dr. Geoffrey Evans used 
to put it, he can 'buy half an hour of a 
consultant’s time that he knows is entirely 
his own because 'there is, after ah, a great 
difference between a private consultation 
and a visit to a hospital. A consultant 
gives the patient the same treatment and 
the same attention whether it is in hos- 
pital or in his consulting room, but the 
patient feels that he can bully a con- 
sultant much more if -he has him for 
half an hour in his consulting room and 
he gets more satisfaction from that. I 
think that is the important thing, for the 
patient to feel that if he can afford it 
and wishes it, he can approach his con- 
sultant and cross-question him in a way 
that perhaps, would not be possible in 
the hospital where there are a lot of 
other patients waiting. 

4173. I am very interested that you 
should have said that the patient can 
bully a consultant in his consulting room 
because I was talking recently to an old 
friend of mine in Liverpool, a doctor, 
and asking him what his reaction was 
to the National Health Service ; and he 
felt he was being bullied by his patients. 

A practitioner, I think, often feels 

that, 'because the patient has the feeling 
that he has made a contribution and 
therefore the doctor should be at his 
beck and call at any time. But I think 
that is a question of sending for the 
doctor and the doctor sometimes feeling 
that he is being sent for unnecessarily. 
I do not think it applies to consultants 
in the same way. 

4174. I see. Sir James, in your para- 
graph 13 you deal with one aspect of 
the difference in the way in which full- 
time consultants and part-time consul- 
tants are treated by the Health Service 
in the way of their remuneration and so 
on. You point out that if the surgeon 
is to keep abreast of advancing know- 
ledge he needs leisure to read, to write, 
and to travel. He musit, ‘therefore, be 
able to look forward to a standard of 
professional earnings which allows him 
to incur such expenditure without sacri- 
ficing essential family needs. What 
point are you exactly making in that 

paragraph? He has got to have a 

certain level of income coming to him 
which enables him to indulge in these 
things. He must not be so taken up 
with routine work that he has no time 



to read and study for himself. He must 
be able (to visit other clinics more cer- 
tainly than a practitioner who is not a 
consultant. Also, 1 think, we do men- 
tion here the question of entertaining his 
friends from abroad who come because 
they are making essential contacts and 
it is absolutely necessary that that should 
be so too. I think that should come 
under what we might call : “ professional 
expenses ” for which we think an allow- 
ance should be made . — Sir Harry Platt : 
If I might take over there, I go back 
a longer span of years than my 
colleagues, just immediately before the 
first world war, and it was after the first 
world war that the travelling of consul- 
tants became a habit. Indeed, we have 
now arrived at a stage when it as an 
obligation. At one time, as those of us 
well know who go back a bit, the cost 
of foreign travel in the ’20’s and ’30’s 
was comparatively small but today those 
things are exceedingly expensive — travel, 
the fares and staying in hotels, and so 
forth. The big income earners in, the 
free market in the old days felt the cost 
of travel very little. I do not put myself 
in that category but I must have spent 
over my forty years a lot of money in 
foreign travel, five trips to America, in- 
numerable continental visits and so on. 
It was well worth it. Now it is very 
necessary that that goes on. There are 
congresses, there are visits of small sur- 
gical colleges to bigger colleges, special 
centres on the continent and in the 
United States. It is the life’s blood of the 
consultant’s life and it is now exceedingly 
costly and represents quite an item out 
of the (part-time consultant’s income or 
full-time university consultant’s income 
which many shrink from because it is an 
expense on top of their basic family 
needs . — Sir James Paterson Ross : Of 
course in industry, as you know quite 
well, better than I, all these things come 
under expense accounts and I think that 
is how people manage to do their neces- 
sary travelling because it is so expensive. 

4175. Sir James, the Commission are 
fully conscious of the point which you 
and Sir Harry make, that it is nothing 
like so easy now foir medical men to go 
abroad as it used to be because of the 
expense of travel and hotel accommoda- 
tion. But there are societies and bodies 
and funds available which provide grants 
for some of these things, are there not? 
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Sir Harry Platt : Yes, for a few in- 
dividuals ; there are endowment funds 
of the great teaching hospitals here 
and there and actually a certain amount 
is allowed in the budgets of the Regional 
Hospital Boards and the Boards of 
Governors. But it is very little and it 
very rarely covers the complete expen- 
diture now incurred : it is, I think, part 
of the modem inflation. I, myself, had 
pari of my ipo'slt-igraduate surgical training 
as a young man before the first world 
war in Boston at the expense of any 
father who could very well afford it in 
those days ; 'but the cost of living was 
then areally infinitesimal. Today it is for- 
midalble to do that sort of thing and 
there are not Fellowship and endow- 
ment grants galore for all those who 
have to go to international and national 

congresses. Sir James Paterson Ross : 

I think I could put it in a nutshell that 
for the young man training to be a con- 
sultant who is going for a year abroad 
there are these Fellowships and grants. 

4176. Yes. There are in the Health 

Service, as Sir Harry has said, certain 
funds — limited funds but still very im- 
portant and welcome for members on 
study leave with pay and expenses. But 
these are not applicable, with certain 
raire exceptions, to consultants. The 
only exceptional ones I can think of are 
in the Universities: sometimes a person 
who goes to give a course of lectures or is 
going for a specific reason to another 
University centre to acquire a technique 
or to learn something, there is such a 
grant. But you may just say in general 
terms that these things apply only to 
the young man and do not apply to con- 
sultants as a whole ; they have to pay 
their own expenses. 

4177. Chairman: Have you any idea 
of the size of the ‘grants that the 
Regional Hospital Boards have at their 

disposal for this kind of purpose? 

Sir Harry Platt : Just speaking from 
memory the Manchester Regional Hos- 
pital Board has something like £1,200 
a year or £1,500. It has to be set aside 
out of the budget allocated toy the 
Treasury. 

4178. How otherwise would you sug- 
gest it should be done, Sir Harry? — — 
The .difficulty is to separate the young 
men who are in statu pupillari and those 
at the height of thedr activity. 



4179. I was wondering how else you 
might suggest it should be done if it was 
not to be provided for by the Regional 

Boards in their budgets? -It should be 

done for the full-timer if in receipt of 
a substantial income by being a non- 
baxable expediture, quite plainly. Then 
I think it could be found. 

4180. Professor Jewkes : You are 

stressing this point in connection with 
the whole-time consultant rather than 

the part-time consultant? Yes, I may 

be in a minority about the part-time 
consultant. I think if he is in re- 
ceipt at the height of his career of a 
substantial hospital salary and good 
merit award and is able to increase that 
by private practice he should pay for 
this, as we all have done in the last 
thirty years, out of his own pocket ; tout 
it should toe a non-itaxable part of his 
expenses. 

4181. Which it would normally be at 

the moment? Not admitted always 

or not admitted in toto. It is argued with 
great zeal by minor functionaries as to 
whether a part of it is tourism, part of 
it the (improvement of a man’s capacity 
to practise in (the future. It is, in other 
words, a capital improvement. These 
are childish and ridiculous obstacles. 

4182. Chairman: Is it only the whole- 

timers who get an allowance from the Re- 
gional Hospital Boards, Sir Harry? 

No. A part-time consultant may get a 
grant in aid if he has to go to read a 
paper, say, at a congress in the United 
States. If it is considered it is good for 
the regional hospital service, he may get 
a small grant in aid. 

4183. And if somebody is sent and 

gets a grant in aid from the Regional 
Hospital Board to travel to one of these 
congresses, ds it taxed? No. 

4184. Well then, surely you are say- 
ing it should not be taxed when in fact 

it is not. -No, Sir Harry, this is a 

small grant out of a very limited sum 
of money made available by a Regional 
Board which may have hundreds of con- 
sultants. 

4185. What you are saying really is 
that this sum ought to be larger, that 
there should toe more travel allowed and 
paid for by the Regional Boards for 
consultants who from time to time 
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should go and represent the country, im- 
prove their mind and so forth? — 
Ideally the subsidy should be to those 
who otherwise find hardship, either 
whole-timers or part-timers ; I think it 
is a question of ithe individual. My own 
feeling is that a very prosperous con- 
sultant— and there are such — should 'be 
prepared to find at any rate a greater 
part of this out of his earnings, being 
non-taxable, but that is my own personal 

view. Mr. Edwards: Both from 

Regional Boards and from Boards of 
Governors in teaching hospitals there 
is always a contribution towards ex- 
penses but there is usually a very con- 
siderable expense oyer and above this 
contribution which is not taxed. What 
Sir Harry is saying is 'that that amount 
over and above what you have to pay 
out of your own pocket should be 
exempt from tax. That is not the case 
in full-time posts and it is not always 
the case for the part-timers that they 
can be exempt. 

4186. Professor Jewkes: So if a 

whole-time consultant goes to a foreign 
conference it is at his own expense ; 
there is no question at all of his being 
allowed that as non-taxable expense? 
That is so. 

4187. And that is the difference be- 
tween the whole-timer and the part- 

timer?' That is the difference, but at 

the same time it is not always possible 
even for the part-timer to get exemption 
because of minor functionaries, as they 
say. 

4188. Whilst we are on the question of 
whole-time and part-time, Sir James, is it 
your opinion that there is a right sort of 
balance between the number of whole- 
timers and the number of part-timers? 
Could a hospital run property if there 
were no whole-timers or no part-timers? 
Sir James Paterson Ross : A teach- 
ing hospital, you mean? 

4189. Both types. Yes. There is no 

denying that before there were whole- 
time professorial units in teaching 
hospitals the hospitals got m very well. 
But we do not think Ithe scientific side of 
surgery and the advance of the subject 
was pursued quite as well as it should be. 
The treatment of the patients was very 
satisfactory but the advancement was not 
taking place as it should. There was a 
great deal of comparison between this 



country and America and so on. That 
balance has, to a great extent, I think, 
been put right by the introduction of 
whole-time professorial units in a large 
number of teaching hospitals in this 
country. I think that the proportion at 
present existing in many of the schools 
— not all of the schools, because in many 
of the schools in London do not have 
professorial units — but in those that 
have, X think the proportion iis about one 
whole-time unit to three part-time units. 
It is probably about the right proportion. 
In regard to the Regional Board hospitals 
I do not know that I am really in a 
position to state how many whole-timers 
■there should be in that service and I 
would really like Sir Harry, who is very 
familiar with the Regional Board service, 
to say about what the proportion of 
whole-time staff to part-timers in those 
hospitals should be. — Sir Harry Platt: 

I do not think that one can answer that 
question and I cannot even remember the 
figures from my own Regional Board 
Which were published only the other day. 
In the Manchester Regional Board, of 
which I am still a member and have 
been since the very beginning, we have 
in the new consultant appointments since 
the Act tended to appoint some of the 
younger men for a period of three years, 
until they can settle down, on a full-time 
contract wiilth the right at the end of 
three years to ask the Board to put them 
on maximum part-time ; and that has 
worked very well. It has given them 
three years to settle down without undue 
economic strain and when they have 
.established their position they go on to 
maximum part-time where they are now 
permitted to do domiciliary consultations 
and to devote a very limited part of ithe 
week to such strictly private practice as 
may come their way. Without any 
arithmetical formula we found that a 
very useful working scheme. 

4190. Chairman: It fits in on the 
whole with the needs of the particular 

hospitals in the service? Absolutely, 

but there are certain fields where ex- 
pensive apparatus and so on is involved, 
as in radiology where many of the 
appointments have been deliberately, at 
the request of the consultant, made on. 
a full-time basis. 

4191. Professor Jewkes: You would 

let the distribution settle itself? Yes, 

it just finds its own level. 
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4192. Sir David Hughes Parry : But in 
certain hospitals you may require a full- 
time person to go on as suoh after the 

three years? That is really the pact, 

as it were, with the young consultant 
at the time of his appointment It is our 
practice an our region to .give him the 
assurance that after a certain period he 
•Will have the right Ifco 'ask to go part-time. 
And it comes hack to the majority -feel- 
ing in ithe profession, no doubt voiced 
by the Joint Consultants’ Committee, 
which is reinforced by 'this Royal College 
and I think, probably our sister College 
— I do not know — that ithe consultants of 
the country are whole-heartedly in favour 
of a predominantly part-time relationship 
with the so-called employing authority. 

4193. 1 notice that the word you used is 
“ predominantly ”. There must be parts 
of the service that require full-time con- 
sultants apart from this younger genera- 
tion doing their first three years? Sir 

David, if you ask me as an individual 
whether this service would run at a high 
level on an entirely part-time basis, my 
answer would be, yes. — 'Sir James 
Paterson Ross : May I make a suggestion, 
Sir? I do not know whether Sir Harry 
Plaltt will accept ilt, but one answer to 
Sir Hugh’s question whether some of the 
people might remain in whole-time 
service in die Regional Board hospitals 
is, I think, probably that moist of them 
who do so are there in an administrative 
capacity for part of their time. In other 
words, they are essentially remaining on 
the clinical side but instead of using the 
rest of their time for private practice 
they are using that time for the adminis- 
trative duties of the hospital. Is that not 
so? — Sir Harry Platt: In the mental 
health service, that is, of course, common 
practice. iMost of the so-called medical 
superintendents who are also consultants 
'are full-time but the visiting psychiatrists 
are predominantly or almost exclusively 
part-time. 

4194. Chairman : I wonder whether 
you can give us a definition for which 
we have asked before from time to time 
-^wh'at is a consultant? What is a 
consultant’s work? We have so often 
heard it suggested that consultant work 
is being done by other people without 
those people being recognised as con- 
sultants. 1 think it could be answered 

if you want a definition, quite simply. 
The essence of a consultant is, first of 



all, that he is consulted by other mem- 
bers o-f the profession and patients are 
referred to him. He is completely and 
absolutely responsible for that patient’s 
care. That distinguishes the consultant 
from anyone else who is in statu 
pupilfari. The senior registrars, many 
of them men of considerable experience, 
doing major surgery, carrying out res- 
ponsible work in fields of medicine and 
obstetrics and so on, are not in the 
final analysis responsible for that patient. 
They have a delegated function. The 
consultant has the undivided responsi- 
bility for the care -of a patient. The 
general practitioner, of course, has the 
s-ame. — Sir James Paterson Ross : I think 
when we say that the registrar is doing 
consultant duty what we really mean is 
that, in fact, -this responsibility of the 
consultant is honoured more in the 
breach than in the execution of the thing. 
In other words, the registrar is being 
made responsible although he is not or 
should not, in fact, be responsible for a 
patient. 

4195. Sir Hugh Watson: So .that 

really, Sir James, while in point of fact, 
to use Sir Harry’s expression, the regis- 
trar is in theory in statu pupdllari, by 
the time he has been a senior registrar, 
as we are told, for 3, 4, 5 or more years 
he is himself, although not in name, in 
quality, very nearly of consultant status? 

Yes, Sir. The idea of the senior 

registrar is .that he is in training for a 
consultant post and so long as there are 
consultant vacancies he is an applicant 
for them— fit is a matter of supply and 
demand, as you know, at the present 
time — and if successful he changes his 
status but does not change his capability. 
But he is in charge as a consultant and 
the natural evolution should be from 
senior registrar after the fourth year info 
a consultant grade. — Sir Hany Platt : So 
it is really quite simple. Whatever he 
does they are not his patients. They are 
the pafiente of the consultant who is his 
chief. — Mr. Edwards: And, of course, 
he only undertakes care of patients at 
the direction of his chief. If I may I 
would just like to underline the first 
part of Sir Harry’s definition of con- 
sultants. If is derived from consultation 
with the doctor and not with the patient 
and so consul-ting practice is always in 
association with the patient’s own doctor, 
both in hospital where the only patients 
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you see are those who are provided with 
doctors’ letters and in the patient’s home. 
That is the real definition of consultant, 
I think, but, of course, what Sir James 
and Sir Harry say in relation to senior 
registrars is absolutely right. They are 
delegated and one only allows one’s 
assistants to do certain operations when 
yiou feel they are entirely competent to 
do those operations and even then it is 
only under direction. 

4196. Thank you, Mr. Edwards. You 

have made that very clear. I have always 
understood this is rather comparable to 
the relationship which exists in another 
profession — a client, his solicitor and 
counsel. Is that more or less a reason- 
able comparison? 1 have always 

understood so . — Sir Harry Platt : I think 
the Bar is probably a little more rigid 
because there are occasions when 
patients do seek access to a consultant 
without their doctor. 

4197. But by and large. In your para- 
graph 18 you point out the present un- 
fortunate position with regard to senior 
registrars and you say there is a moral 
obligation to ensure their future. We 
have had this problem put to us by many 
people and many suggestions have been 
made. What is the solution of the Royal 

College to this problem? Mr. 

Edwards'. I think what we are most 
anxious to do, Sir, is to underline that 
there is a very big problem here rather 
than at this moment to suggest any solu- 
tion to it. I am afraid that is not being 
very helpful but there is, as we have 
tried to show, a moral obligation to 
employ these highly trained men. The 
obligation particularly refers to those 
who were given Government grants at 
the end of the war in order to enable 
them to become consultants. To the 
younger people perhaps this obligation 
does not apply quite so much. But to 
any one of us — and we all have from 
time to time to sit as assessors: — it is 
always a most depressing experience: I 
have just this last week done this thing. 
The man who got the job, which was a 
very attractive job, was aged 43 ; the 
youngest applicant was 34. There were 
26 of them and they were all fully trained 
surgeons, most of them had their Master- 
ship of Surgery. That is the situation 
w,e are facing all the time and it is a 
problem which we regard as being very 
much overdue for solution, one which 



we want to emphasise, one which we 
want to play our part in pressing at all 
events. As to the solution of this prob- 
lem I think there is already some sugges- 
tion which has been made: I think Sir 
James might mention something about 
that . — Sir James Paterson Ross : I think 
you know that a suggestion has been 
made that there Should be a thorough 
investigation, perhaps by a working 
party from the Ministry and from the 
profession, to look into this problem 
to try to see exactly the size of it and 
what the right solution should be for 
these young men. There is no question, 
as Mr. Edwards has said, that all of the 
senior registrars who are time expired 
are capable of becoming consultants but 
there are not posts for them. The ques- 
tion at once arises whether more con- 
sultant posts should be made so that this 
anomaly of senior registrars acting as 
consultants is not perpetuated. But that, 
of course, is a matter of whether it can 
be afforded and so on. So in a way we 
would prefer not to say what we think 
is the solution of this because it would 
be pre-judging the solution as far as the 
working parity is concerned, supposing 
■that working party was formed and had 
to make a pronouncement. On the 
Other hand I think we would like to 
make it quite clear that we do not think 
they should go on as senior registrars ; 
we think they should be given security 
Which they have not got at the present 
time and that they deserve recognition 
for what they are in fact, that is, 
consultants. 

I wonder, Sir, whether this particular 
point has ever been made to you by 
anybody else. A reference has been 
made by Mr. Edwards to 'the early days 
when so many of these men were given 
grants to complete their higher educa- 
tion because it was assumed that when 
the Health Service was established there 
would be a need for more consultants. 
That was all very carefully worked out 
before the Service started and at was on 
these figures that the training of these 
men was worked out. But what was 
neglected or perhaps unknown at that 
time was ithe retirement rate of consul- 
tants in the National Health Service. It 
was assumed that itheiy would gO' on as 
they had 'before in Ithe voluntary hos- 
pitals: men retired at 60, or sometimes 
after a given number 'of years on the 
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senior staff of theft 'hospital, and the 
tendency was for them to go about 60 
or just over. But, of course, as you 
know, Sir, the retiring age of the Naitioiial 
Health Service became 65 and therefore 
many of these young men who had 
expected to get their promotion at the 
age of 31 or 32 found themselves 37 
before they were getting it and that 
made this great pool of senior registrars. 
That is why we feel responsible for them 
because they were, in other words, 
encouraged to do this thing. In the 
ordinary way people entering a profes- 
sion rather look to see whether there is 
going to be work for them before they 
undertake a period of training but these 
men were rather encouraged to do this 
because it looked to them as though 
there was going to be work for them 
afterwards. 

4198. Chairman : There was actually 
a calculation about the establishment 
that was needed to fill the Service (in the 
future and the number of senior regis- 
trars bore some relation to that calcula- 
tion? Initially, Sir, it did. Is that 

your question? 

‘4199. Yes. It was worked out, 1 

think by P.E.P. originally In conjunction 
with the National Health. Service, that 
was in the latter days of the war. 1 
remember very vividly the whole, thing 
was being worked out at that time. — 
Sir Harry Platt: On the other hand, I 
think it is true that for those who had 
given long war service there was the 
opportunity for a subsidised period of 
higher training and no limits, were set. 
Is it not also true that the Minister has 
in the last day or two, recognised that 
there is a moral obligation to ensure 
their future by advising Boards of 
Governors and Regional Hospital 
Boards now to perpetuate the appoint- 
ment of senior registrars of. great 
seniority? He has also said it is con- 
templated that there will be increment 
on their remuneration.— Sir James 
Paterson Ross : I hope, Sir, that what 
I said just noW will not be misinterpreted. 
I said I do not think .they ought to go 
on as senior registrars. . I think their 
appointments should continue as senior 
registrars until something is decided 
about them. But what I meant is. this, 
it is unjust they should go on until the 
etid of the chapter, until they retire from 
practice, as senior registrars. 



4200. I think; Sir James, it has been 

put to us by others in your branch of 
the profession that you are really anxious 
that there should be a competitive entry 
to consultancy? Yes. 

4201. That it should not be automatic. 
No, Sir. That is important, other- 
wise if you appoint a senior registrar you 
are ready appointing a consultant. It 
must be competitive. The worst objec- 
tion is that this pool has arisen in that 
way because it was caused ten years ago; 

4202. Yes, I think we understand that. 
Sir Harry Platt, you used several times 
the words “ in statu pupiltari ”. Does 

that apply to senior registrars? Sir 

Harry Platt: Yes. 

4203. We have not had that particular 
definition of these training grades before 
but you would apply it right up to the 

time they become consultant? Yes, 

they are undertaking higher training 
under the direction of a consultant. They 
have no ultimate responsibility for 
patients they treat, that is a delegated 
responsibility, as Mr. Edwards has said. 
— Mr. Edwards: May I add one thing, 
Sir, and that is I do hope that the Com- 
mission recognises that a trained senior 
registrar is unemployable except as a 
surgeon. He has no alternative. He 
will not be accepted in general practice 
as an alternative. That is very im- 
portant. A second thing about which 
I would like to make a point is this 
term “ registrar ” is very much misunder- 
stood generally. A registrar to us before 
the Health Act was a man who was 
in training. Unfortunately, in my view, 
■there are now two grades of registrar 
— a registrar and a senior registrar. But 
a registrar is still a man whom you are 
■training ; it may take nine or ten years 
to become a consultant. I think we have 
expressed our views in our memorandum 
on that but the unfortunate thing is this : 
that if a man applies for a registrar’s 
job there is now an implication already 
that he is in the consultant rank, as it 
wfere, which is. We find, an awkward 
situation. Many of us would like to see 
a return to the term '‘registrar”, that 
is a man whom you have selected out 
of a number for training instead of 
having these two grades. 

4204. Professor Jewkes : The Ministry 
of Health haYe given us d. lot Of 
statistics showing that the nuifite of 
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registrars in the hospital service has in- 
creased by, 1 think, 68 per cent., between 
1949 and 1956 — a larger increase than 
in any other branch of the hospital stall. 
Now we know that the appointment as 
registrar is a short period appointment 
and vou have told us in your report 
that it is becoming increasingly difficult 
for registrars to get back into general 
practice. Taking those facts together to 
an outsider the position seems to be 
rather alarming, that you are going to 
have a problem of frustrated registrars 
and surplus registrars just as. you have 
one now over senior registrars. 1 
-wonder whether this would not give the 

same cause for alarm? That is my 

point. One of the reasons there, appear 
to be so many people in training for 
consultants is that in the old days there 
used to be resident surgical officers, resi- 
dent medical officers, and other names 
given to these people. But if you call 
them now “ registrar ” they become 
frustrated because they have the im- 
pression they are selected to become con- 
sultants. We would like a return to 
some of the grades, resident surgical 
officer, resident medical officer and so 
on which they still keep in some 
hospitals . — Sir Harry Plait : From whom 
the general practitioner was recruited. 
A few after getting their Fellowship or 
M.R.C.P. passed on to the present-day 
senior registrars but even in the old days 
thev could go into general practice in 
a partnership with these higher diplomas, 
not with the length of training our 
modem M.R.C.P. has, and fulfil useful 
functions. We make that point as one 
of the avenues closed in this country' 
now is the general practitioner surgeon 
who is no longer functioning in the 
smaller hospitals. We do not, as a 
College, believe we could go back to 
the old arrangement whereby he was 
able, unsupervised so to speak, to prac- 
tise major" surgery, but we do believe 
he might have a place within the surgical 
team. 

4205. As I understand your suggestion 
it is feat there should be more flexibility 
in fee movement between general prac- 
tice and fee hosoital in both directions? 
— Unquestionably. 

4206. We are only concerned wife 
remuneration. Have you any sug- 
gestions as to how fee levels of 
remuneration could be changed in order 
to break down what you Suggest, as I 



understand it, is fee growing rigidity 
between hospital and general practice? 

Mr. Edwards'. It is very difficult to 

answer that question because fee thing 
is all so bound together. If you are 
talking about improvements in the 
Health Service we believe that one of 
them would be this greater flexibility 
and interchange between general prac- 
titioners and hospitals. 

4207. Sir Hugh Watson: Can I ask 
you, Mr. Edwards, whose problem is 

that? 1 think the problem is partly 

a medical one, partly an administrative 
one, and it must be bound up with 
remuneration. 

4208. Is it an administrative one? 
Because some of your colleagues have 
fairly frankly admitted to us that fee 
problem is really one for the medical 

profession themselves. Sir Harry 

Platt: It would be. in part, Sir Hugh, 
because we are talking now of the ad- 
mission to general practice of these 
young men who have had considerable 
hospital experience which is or should 
be of great value. 

4209. And vice versa? He can 

only get in through selection by the 
Executive Councils. 

4210. But there was also a suggestion 
that the traffic the other way is also 
difficult — from general practice into the 

hospital service. Very. That,, of 

course, must inevitably be increasingly 
difficult for those who have not, before 
going into general practice, acquired the 
higher diplomas. 

4211. Professor Jewkes: Ought there 

to be an arrangement that they should 
more frequently acquire fee higher diplo- 
mas for this purpose? It is a very 

formidable (thing for a man to get fee 
M.R.C.P. and Fellowship. It is two 
examinations. You are dealing wife an 
honours school. 

4212. Chairman: More formidable 

than it used to be? 1 think a little. 

It was always very formidable. — Mr'. 
Edwards: I , think that the difficulty in 
bringing general practitioners into hos- 
pital clinics can only be appreciated by 
attending hospital clinics and. seeing fee 
problems there, especially in surgery.’ 
It is a thing which we should like to do 
very much if it was only technically 
possible. But we should certainly feel 
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that the general practitioner who has 
had an adequate surgical experience to 
entitle him to do intermediate and minor 
operations should be able to do those, 
as he used to do before the Act. We feel 
there is a great gap there which could 
be filled, not to the same extent because, 
as we know, surgery that should not be 
done was being done. 

4213. It is really primarily a problem 

for the profession? 1 should have 

thought primarily it was. 

4214. Sir David Hughes Parry : It is 
a twofold problem: bringing people in 
who have been general practitioners to 
be consultants and getting those who 
perhaps started with a view to being 
consultants into general practice. It is 

not one way. Not entirely one way. 

In fact most hospitals have general prac- 
titioners, keen young men who do attend 
clinics, but it is a little more difficult 
in surgery, I would say, than in medi- 
cine— Sir Harry Plait: I think, Sir, we 
have to recognise that the way back 
from general practice to 'the life of a 
consultant today is blocked really by the 
economic factor. Those men who came 
out of general practice very often lived 
on their savings .whilst they were read- 
ing for these higher diplomas. Very 
creditable it was, and sometimes it took 
a long time— many efforts to get the 
M.R.C.P. or the two examinations of 
Fellowship. It would seem to me today 
economically impossible. 

4215. Professor Jewkes: What about 
movement the other way, Sir Harry, from 
the hospitals to general practice which 
you suggest is even mote difficult? Can 
that be eased in any way? Yes, by 
education of the .profession, by the 
general practitioner being ready to 
receive the man who has stayed, longer 
in hospital resident posts than the aver- 
age and the improvement obviously ot 
.the general practice of ithe future 
improved conditions for a more scientific 
life and access to diagnostic aids, and 
group practice. Surely the new College 
of General Practitioners will be giving 
you evidence on the future of general 
practice. An increased academic stand- 
ard of 'general practice which, I think, 
we all feel we want, would be a great 
contribution .to this country. 

4216. We have this extraordinary 
increase in the number of registrars as 



shown in the figures — 68 per cent, since 
1949. Does 'this mean that registrars 
are doing different sorts of work than 
the work which they used to do? How 

has this increase arisen? It is quite 

easy. I think I can speak from personal 
expedience of staffing matters in teach- 
ing hospitals on the eve of war and as 
it was before I left the staff in 1952. 
There are greatly swollen establishments. 
There are far more in the teaching hos- 
pitals of 'these young pairs of hands ; 
they have more time off. The_ house 
surgeons have weekends off and time off 
duty which for my colleagues in our 
young days did not exist at all. We 
had to do all sorts of work in addition, 
e.g. giving anaesthetics for emergencies. 
That does not happen today. That is 
one very simple explanation of the great 
increase in the establishment. An in- 
crease in establishment has not taken 
place in the non-teaching hospitals in 
the smaller centres. They have difficulty 
in getting even the numbers they had 
before the Act and often before the war. 
It is only by the existence dn this coun- 
try of a great many post-graduates from 
the Commonwealth, from India, Pakistan, 
that these hospitals can find these junior 
pairs of hands of registrars, or senior 
registrars. The teaching hospitals 
certainly have -many of them, a much 
bigger establishment of junior people. 
— Sir James Paterson Ross : May I 
add another .point. We gave Professor 
Jewkes to .understand that part of the 
difficulty is dn regard to nomenclature 
that Mr. Harold Edwards mentioned. 
As he pointed cut, the people that 
are now called surgical registrars and 
certainly junior registrars used to be 
called senior house surgeons or resi- 
dent surgical officers ; in other words 
they were not called registrars in the 
past. Therefore a mere change ot 
nomenclature has made a lot of differ- 
ence and we would like to make it quite 
clear to the Commission that what we 
call junior registrars and middle grade 
registrars do not have difficulty in get- 
ting into outside work. It is when they 
become senior registrars it becomes hard 
and the longer they remain senior regis- 
trars so it becomes harder for them. 



4217. I happen to have the figures in 
front of me. Sir James. These are 
Ministry of Health calculations. The 
registrars have gone up by 68-3 per cent. 
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As a so-ft of standard one might mention 
consultants have gone up by 29 per cent. ; 
registrars have gone up by 68 per cent. 
What are called here junior hospital 
medical officers and junior hospital 
dental officers have gone up by 47 per 
cent, and what are called senior house 
officers have gone up by 148 per cent. 
You see the point I am trying to get 
clear? Is there a danger that by in- 
creasing the number of young men in this 
section iii the hospital staffing, particu- 
larly if it beconies more diffibuli to move 
from a hospital into general practice, a 
lot of these voung men are going to be 
left out on a limb? Perhaps it may not 
be appearing now but it may do in the 

future? The vast majority of these 

you have mentioned just now can move 
perfectly well into general practice. 

4218. Into general practice? Yes. 

I think these figures ought to be much 
more carefully translated into the old 
nomenclature when they ware all termed 
registrar, about whom we are largely 
concerned. — Mr. Edwards'. Also it is the 
fact if you do not know where to. put a 
man you make him a registrar or senior 
registrar whereas otherwise he would 
have had a different appointment. I 
think it is important to stress the fact 
that the amount of surgery and medicine 
going on in hospitals has vastly in- 
creased over 24 years. Surgery of the 
heart, for example, was unknown 10 
years ago. 

. 4219. Of course surgery has vastly in- 
creased but .that has not taken effect on 
the increase of consultants who have 
only gone up by 29 per cent. You are 
telling us younger men can, in fact, find 

a way out into general practice? 

The younger ones. 

4220. From registrar downwards? 

It is not very difficult up to the second 
year of senior register. But beyond that 
it is extremely difficult. It becomes diffi- 
cult once they are senior registers but 
when they are just ordinary registers or 
junior registrars and junior hospital 
medical officers they can quite well go 
into general practice. 

4221. Sir Hugh Watson : We have 
been given rather the other impression. 
We have very definitely been given the 
impression that particularly if young men 
have specialised in matters which do not 
commend themselves . to .the general 
praCtMonef it is very difficult indeed for 
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them to get into general practice for 
which; as you know, the competition is 

very severe. Yes, that is true, but Sir 

Harry Was saying there is going to be & 
change of attitude to that. I think that 
part of the trouble is a natural one that 
/they are afraid that a young man who 
has perhaps failed in his original am- 
bition may be rather a sour character. 

It is not the training so much as his 
attitude to life about which they are 
worried. 

4222. Sir Harry mentioned earlier on 
that these men are regarded as in statu 
pupillari until they reach the consultant 

grade. -Mr. Edwards: Up to the 

point, I think, of taking higher degrees, 
if a man has his Fellowship or M.R.C.S. 
or M.R.C.P. which he has to have before 
he can be accepted as senior registrar. 
Wihen he gets those diplomas I think he 
is looked upon with a little bit _ of 
suspicion When he attempts to go into 
general practice. I should have thought 
it was time it stopped. 

4223. He has burnt his boats? Yes. 

—Sir Harry Platt: I think it is probably 
a little easier in medicine. There are 
many M.R.C.P.s in general practice but 
now it is -increasingly difficult for a 
Fellow of the Royal College of Surgeons. 
But, Professor Jewkes, there is one point 
in the arithmetical problem which is, of 
course, -the nomenclature. You quoted 
J.H.M.Os. That grade is dnly used now 
in the mental health service. It is all 
very confusing; that although the con- i 
sultants have .not gone tip by astronom- 
ical figures the figures of registrars appear 
ito have done iso. Surgery and medicine, 
diagnostic and operative surgery has 
‘become more elaborate and more com- 
plex ; investigations take _ longer and 
employ a greater number of junior people 
collecting the necessary data : that, I am 
sure, is an important factor. 

4224. Professor Jewkes: I understand 
that perfectly and that means for these 
young people there is a smaller chance 
ithan formerly that they will become con- 
sultants. There are a proportion of them 
Who have to move out at some stage? 
-Undoubtedly. 

4225. And anything we could, do in 
the way of reviewing remuneration _ to 
facilitate that transfer you would think 

would .be important?. Mr. Edwards:- 

Might I say it is employment rather than 
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remuneration because if you give them 
remuneration you give them financial 
stability but not geographical stability. 

If they are stdll senior registrars waiting 
one day with their families thinking that 
they may have to apply here, then this 
problem is not really remuneration but 
employment for them; they are com- 
pletely trained and able to be consultants. 

I think that is the problem. 

4226. What I am really wondering is 
when you have solved your senior regis- 
trar problem are you then going to have 
an increased problem transferred to 

registrars?' Sir Harry Platt: You will 

require a lot of information of the actual 
potential vacancies in general practice 
on this. Is general practice saturated 
in various ways? Can a man get in at 
all? That is the thing, I think, you 

need. Sir James Paterson Ross : That 

is why we hesitated to answer your ques- 
tion about the Willirik Report. We do 
not really know that. — Sir Harry Platt : 
We do not. 

4227. When we talked to the general 
practitioners they said it should be much 
easier to go from general practice to the 
hospital. When we talk to you you say 
it should be much easier to 'get from 

hospital into general practice. 1 do 

not know that we gave the impression 
that there should be a barrier for the 
ambitious man in general practice to 
get out of it into the hospital field. 

4228. Sir David Hughes Parry: You 

emphasised the difficulties.- The diffi- 

culties are very formidable. 

4229. Professor Jewkes: They are 

technical? Economical and techni- 

cal. 

4230. Sir David Hughes Parry: But 

when we talked to 'the other side they 
mentioned the difficulties in the other 
direction. Professor Jewkes : Econo- 
mically and technically.' We recognise 

this impasse. 

4231. Sir Hugh Watson: May we now 
turn to the question of merit awards with 
which Sir Harry is very familiar? — * 
You have had a lot of evidence about 
it. As you know, it was. a device _ to 
create .the same range of remuneration 
throughout the age periods of consulting 
life that had been revealed to us. It was 
an ingenious idea of Sir Will Spens him- 
self during one of the meetings and 



those 'of us who have had something to 
do with it feel that it has worked very 
well. There might be other systems of 
there had been time to devise a totally 
different framework but there it is: I 
can only say that so far it seems to be an 
equitable arrangement and it has worked 
reasonably well. 

4232. Chairman : Do you prefer 

secrecy or not? It depends what you 

mean by secrecy. In actual fact any- 
one who is a member of a Board of 
Governors or Regional Board knows 
that the original names were passed 
round the table. I well remember the 
first list which appeared at a committee 
of which I was chairman; I asked the 
members to forget about names as 
quickly as possible. That has been very 
honourably practised throughout by 
Boards. People forget about them. They 
are not entirely secret but they are uot 
published in the journals, they are not 
published in any list. 

4233. Sir Hugh Watson: And the 
general practitioners do not know about 

them, Sir Harry? They know nothing 

at all about it as far 'as I know. I have 
never heard they were interested in it. 
—Mr. Edwards: I think dt is tremen- 
dously important to keep these things 
as secret as possible, not 'to protect 
those who have got merit awards, 
but to protect those who have not got 
merit awards because it is a most in- 
vidious situation if you .have a senior 
man in a hospital who has not got a 
merit award and it is known to his junior 
or other people that he has not got 
a merit award but his junior has. For 
that reason, and I think it is a conclusive 
reason, I believe it must ibe secret. It 
must be known to all the Governors. 

4234. Chairman: Does that situation 

often arise? Not infrequently by any 

means. 

4235. Sir David Hughes Parry: I 
notice that Sir Harry did emphasise that 
it was not so much a merit award as a 
method of remuneration. That was the 

emphasis? Sir Harry Platt : Yes, it was 

a method of creating a pattern, a salary 
pattern based on distinction or merit. 
It was assumed that a man who earned 
big fees as a consultant had something 
about him which was distinguished or 
meritorious just as at the Bar. It may 
be that that does not always work out, 
as you know. Sir David, but there it is. 
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4236. Chairman : Has the College any 
suggestion’s as to how the system should 
be extended to embrace those engaged 
in general practice? We have all been 
devoting a lot of thought to that.' -- 
Sir James Paterson Ross : We were quite 
convinced it would be a good thing to 
do it but we are rather hoping the 
College of General Practitioners might 
think out the method and we rather left 
it to them. We have not actually given, 
a lot of thought to it. We know our- 
selves there are some general prac- 
titioners Who are more distinguished 
than others. We feel they should be 
rewarded for that because there is no 
other way of rewarding them but we 
think it should be done by the general 
practitioners. 

4237. Does that mean that you do not 

think .that the pure system of number of 
patients on lists is a good way of award- 
ing merit? 1 am quite sure it is not 

a good way. 

4238. Sir Hugh Watson: I do not 
think I have any other questions I want 
to put, Sir James. 

Now, Sir Wilfred Fish has not talked 
up till’ now. We have spent a great 
deal of time with Mr. Balding and his 
oddsagu.es, we have had a great deal 
of information' from them and I think 
we understand the problems confront- 
ing the general dental practitioner. We 
understand their sense of grievance with 
the way in which dental remuneration 
has been dealt with by the Government 
since the war. We have had some ex- 
planation from the Government about 
why it has been dealt with in thalt way 
and the whole matter is now under 
review. I do not know if you could help 
us about this : we know that the earnings 
of the average dentist depend on the 
number of treatments that he can put 
into his 33 dhairside hours or whatever 
number of chairside hours a week he 
works and we know that these treatments 
have been worked out in point of time 
by the Penman working party. Would 
you think, Sir Wilfred, that these things 
ought to be reviewed from time ,to time 
in the light of the progress of knowledge 
and improvement in .appliances and 
technique and so on, that the timings 
of dental operations ought to be 

periodically reviewed? Sir Wilfred 

Fish : I think it would be wrong to say 
(hat oar Faculty has considered that side 



of the problem at a* and I do not think 
it would be right to express an opinion 
from the Faculty. If you were merely 
asking for a personal opinion on. the 
matter that would be quite a different 
thing. Even so, I do not know that 
either of my colleagues, would wish to 
comment on it. I do not feel in a 
position to comment on that myself. If 
you say do I think that the method of 
remuneration is the best that can be 
devised, .and you .ask me personally, I 
should be doubtful.. 

4239. Would you wish to suggest any 

other method, Sir Wilfred? 1 would 

rather not, Sir, because all kinds of 
complications come in, but some of the 
points on which I am quite sure it would 
be fair to comment are these. It is 
wrong if, as we have been assured, 
though we do not know it -of our own 
knowledge, the pattern of earnings of a 
dentist falls off as he gets older ; that 
would hardly seem to be .a reasonable 
state of affairs. 

4240. We are given to understand that 
tot is because owing to the extra- 
ordinarily tiring nature of his work a 
dentist, after he gets over a certain age, 
simply cannot put in so many opera- 
tions in the course of the day. — — ' Uhere 
are other matters about it too. As a 
man gets, older he has wider experience 
and ability and may prefer to do these 
things in a much better way, in .a _way 
he finds has advantages as his experience 
develops. 

4241. Chairman : We understand this 1 
pattern existed before the Service and 
quite independent of it, that the dentists 
were at their peak earning in the earlier 

middle age. 1 can discuss it for bouts 

but I do mot think it is appropriate to 
discuss it as -a representative of the 
Obllege. We have an enormous number 
of Licentiates of this College. Actually 
one-third of the profession today hold 
the L.D.S. of the Ooiege of Surgeons 
but the College is concerned with the* 
examination and 'their post-graduate 
tanning, with providing them with a 
museum and library facilities and wit 
carrying out research and it does not 
make a study of the conditions of 
■remuneration in general practice. 

We are much more concerned wit 
the consultant aspect of the case an'd I 
think it would be quite wrong for me 
to express a personal opinion, simply 
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because X happen to be here. I do not 
know whether Sir William would care 
to comment on general practice. .Neither 
of us has had any recent experience of 
■it and Professor Bradlaw is in (the same 
position because he has been a professor 
in the Durham University for 'a number 
of years. I do not know if he has any 
comment. 

4242. Sir Hugh Watson : On that 

view may we take if that you regard 
yourselves as representing largely the 
dental consultants and that really the 
problems which confront you in your 
profession are very similar to those 
which confront Sir James in his pro- 
fession? — ■ — Yes, very similar indeed, 
but we would just like to say that we 
would not for one moment have it 
thought that we are not concerned with 
the Licentiate who is not a consultant. 
We are very much concerned with his 
post-graduate education and with research 
•that may help him but we are not con- 
cerned with his conditions of work, if 
I may put it that way. 

4243. Or his remuneration? Yes. 

But we have, as you know from our 
written evidence, some serious concern 
about the situation of the consultants 
and in particular about the shortage of 
consultant posts in the country in den- 
tistry. That is a matter which we feel 
is extremely important. 

4244. I suppose, Sir Wilfred, the 
shortage of consultant posts is a matter 
which depends upon 'the extent to which 
a need for consultants can be established? 
At least I am putting /that the wrong 
way round but you see what I mean? 
Yes. 

4245. Whose business is it to appoint 

consultants? May I 'ask Sir William 

to deal with that? Sir William Kelsey 

Fry: To take you into the history, we 
are a very young profession as com- 
pared with general surgery. Before the 
Health Service came in there were few 
dental consultants with a result that 
when the Health Service was introduced 
there were very few consultants made 
because there were very few men of con- 
sultant status ; the rest were put on the 
hospital list .as S.H.D.O. Now since the 
Health Service there is quite a consider- 
able number of keen men who are taking 
higher degrees and 'are anxious to get 
into the Health Service, I think, more 
or less, on a full-time 'basis. It has 



been the function of the Faculty for the 
last ten years — and we have only been 
formed ten years — it has been our func- 
tion to encourage men to work up for 
the consultant status. It is absolutely 
■amazing to me that when we started 
ten years ago there were five men 
applying and now this term there are 
60. There is an enormous influx of 
brilliant young men coming into the 
dental profession. These are the men 
with whom I mix and they are all men 
who. are anxious to. get into hospital 
service. But as we have ’already heard 
it is most frustrating to learn the length 
of time most of the senior registrars 
have to wait for appointment. I happen 
to. know a Regional Board where there 
are 33 sessional places a week, that is 
■three consultants to .the whole of one 
Regional Board. If you could imagine 
.a medical service without any specialists! 
But there is a tremendous need for con- 
sultant advice. You have heard about 
orthodontics ; here are men thrown out 
into practice just qualified, doing 
specialist work without any consultant 
to advise them. I think there would be 
a great saving to everybody concerned 
if there were consultant posts in all the 
Regional Hospital Board areas. 

4246. Whose business is it to appoint 

them? The Regional Boards’. The 

Regional Boards are, as everybody 
knows, hard up for money and there 
are always expanding medical require- 
ments. I will not say that dentistry has 
been a Cinderella but there is always 
difficulty in getting money. There was 
a time when University Grants ear- 
marked grants to get money -for dentistry. 

I seriously put it to the Commission 
that, in the same way as mental health 
where you have had to earmark money, 

I do not see any hope of getting a reason- 
able consultant service in this country 
without having money earmarked like 
■that. Men are coming in, doing 
medicine, they are taking their Fellow- 
ship, they are going 'through the whole 
course. I admit they can go back into 
practice if they fail but they are all 
really dissatisfied men and unless we can 
get more consultant appointments the 
intake of these men is going to dry up. 

4247. Sir William, there are two 
reasons why there should be consultants : 
one, 'that there ought to be a reasonable 
number of consultant posts to satisfy the 
ambitions of competitive senior regis- 
trars. But apart from that I understand 
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that what yon ate telling the Commission 
is that there is need throughout the 
country for a large number of consul- 
tants in dentistry? — • — Not a large 
number, an adequate number. Iu the 
Region I mentioned we only have three 
for three million people. It seems fan- 
tastic. I am not asking for large numbers. 

4248. Chairman : Three dental consul- 
tants? -Three full-time dental consul- 

tants to three million people. 

4249. And some part-timers? No. 

There were 33 half sessions, notional 
half days. — Sir Wilfred Fish : I think, 
Sir there is a figure of one dental con- 
sultant to 300,000 of the population.— 
Sir William Kelsey Fry : That was what 
was suggested wlheu itihe Health. Service 
was started. — Sir Wilfred Fish : That is 
one of the earliest suggestions 'but it is 
some kind of yardstick. — Sir William 
Kelsey Fry : Professor Bradlaw may 

have some other figures. 

4250. Chairman : According to Appen- 
dix A of the Health Departments’ factual 
memorandum, there were 282 whole- 
time dental consultants in 1955, is that 

right? -Professor Bradlaw : May I 

help you. The latest figures are 772 con- 
sultant sessions in England and Wales 
in 1956. Those axe the latest available 
figures— Sir William Kelsey Fry : That 
includes all Universities, full-time profes- 
sors at teaching hospitals. — Sir Wilfred 
Fish : A very .large number of consultants 
only do one session or :one or two 
sessions a week. That is not the whole- 
time equivalent of anything like 700 
dental consultants and you must bear iu 
mind in considering that that you are not 
dealing only with a single aspect of 
dental specialisation. You are dealing 
with orthodontists, surgeons, teachers and 
the like so that the situation which Sr 
William Kelsey Fry has represented m 
respect of Ms region is not only dupli- 
cated in other regions but by and large 
it is very much worse. 

4251. On page 5 of the Ministry 
memorandum there is given a total of 
676 part-time sessions plus, I suppose, 
27 times eleven whole-time ones which 

made about 950. Professor Bradlaw : 

Yes, Sir, the figures I have given you 
are the most recent figures- available to 
the Ministry. 



4252. Does that -mean -that your ses- 
sions include all the whole-timers? 

Yes, Sir. 

4253. Professor Jewkes: And when 
the Ministry of Health gives us statistics 
showing the number of dental consult- 
ants as 249 that means part-time and 

full-time? Yes, Sir. It is possible 

to make available to you the break up 
of whole-time and part-time and show 
sessions don© by part-timers but I 
would welcome an opportunity, Sir, if 
it is not too late, to say something on 
this problem from -an entirely different 
aspect. 

4254. Chairman-. Yes, I think ,so. 
Some of the figures are a little bit con- 
fusing here but the general picture is 

not very much vitiated by that. No, 

Sir. What I would like to address the 
Royal Commisision’s attention to is a 
different aspect of the matter alto- 
gether. It is not only a question of 
the unsatisfied needs in the regions. It is 
the effect on recruitment to the profes- 
sion and the attitude of the members of 
the profession in consequence. You will 
appreciate, Sir, that a very substantial 
number of those on the Dentists Register 
-who have dental qualifications have addi- 
tional qualifications. I am speaking from 
memory, I have a figure of some 2,000 
odd. Of the Board of the Faculty which 
we represent there is only a single man 
who has not go-t a medical qualifica- 
tion. I doubt very much if there are 
any staff on the London teaching hos- 
pitals, except one or two, who have not ■ 
medical qualifications as well as higher 
dental qualifications. 

■If I may speak of Sir William Kelsey 
Fry and Sir Wilfred Fish, both of them, 
when they were younger men, have held 
medical appointments. Sir William has 
made -perhaps the greatest contribution 
which has been made .to oral surgery. 
Sir Wilfred Fish, a doctor of _ science, 
has contributed research which has 
altered our .thinking. The point that 
I want to bring home to the Commis- 
sion, if I may, is that unless there are 
opportunities for -men of this calibre 
you will not only continue the frustra- 
tion- which exists now in the dental pro- 
fession — as a dean of many years’ stand- 
ing I know this very well — 'but you will 
be 'taming away from the dental profes- 
sion the very elements which we would 
wish to see entering -a learned profes- 
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sion on whose integrity, on whose 
scientific knowledge and whose maturity 
we must look for advancement and for 
co-operation with their medical 
colleagues. 

Chairman : I think we have got that 
point. 

4255. Sir Hugh Watson : Yes. In 

view of what Sir Wilfred Fish has ex- 
plained about the functions of the body 
which he represents, they are very close 
in their interests to those of the side 
of the Royal College which Sir James 
represents. I do not think we can use- 
fully pursue this matter further unless 
there is any matter you wish to develop, 

Sir William? Sir Wilfred Fish : I 

agree from the general point of view, 
that has been our intention and ideal. It 
has, in fact, been our policy to ensure 
■that dental consultants had ia correspond- 
ing course of training to those in any 
other branch of surgery and, as you 
know, we give them approximately the 
same kind of course, the same number 
of years’ training and they must take 
their Fellowship of the College in dental 
surgery. 

4256. Chairman : And, Sir Wilfred, 

you do not in the consultancy branch 
have this same trouble about getting old 
too early, your earning power falling 
off after 35. You would not think you 
would be parallel to the medical profes- 
sion there, would you, much more than 
in the general dental practitioners’ 
branch? You mean the dental con- 

i sultant is not suffering from the 
diminishing of income as he gets older? 

4257. Yes. There are so few, if you 

mean in private practice. 

4258. What I mean is that there is no 

reason Why they should suffer the fall- 
ing off to the same extent? No, be- 

cause they would become more com- 
petent and in private practice normally 
their fees would go up which is normal 
in private consultant practice as ia man 
gets older he becomes better known. But, 
of course, in the Service it is purely 
a question of distinction awards, which 
are not reduced. 

4259. At any rate salary does not fall 

off? No . — Professor Bradlaw : If I 

might come in briefly, Sir, unfortunately 
private practice and domiciliary visits for 
dental consultants are so limited it would 
not mlake very much difference if their 
physical powers diminished. 



4260. Sir David Hughes Parry: But 

the merit awards are there? Yes, Sir. 

4261. And they are not taken away 

once given? No, Sir. 

4262. Chairman : There was one point 
which arises from that for you, Sir James. 
Do the College consider that there is any 
case for a higher basic rate of salary 
for surgeons, for any particular group 
of surgeons or indeed any surgeons at 
all as compared with physicians or any- 
one else, or do you consider that all 
consultancies are the same? The latter, 

I think, has been the attitude hitherto. 

Sir James Paterson Ross: I think, 

Sir, that has been accepted. 

4263. It has been put to us by one 
branch of surgeons that there ought to 

be something special for them. J 

have never heard that put forward. 1 
must say I have never thought of it. 
Of course it is interesting that the con- 
sultants generally have been made equal 
as far as their salaries are concerned in 
the Health Service whereas certain 
branches — we are speaking in committee 
now — for example anaesthetists, I 
think, in the past got smaller fees than 
surgeons did and therefore they have had 
a relative increase in salary. I think 
I am right in saying that, am I not? But 
as regards one branch of surgery and 
another branch of surgery I would not 
have thought there was any ground. — 
Sir Harry Platt: I think as a College 
we really could not support that idea. 
Personally the idea of rewarding the ex- 
ceptions — 'this is my own personal 
opinion — of certain super scale payments 
to attract to certain positions a man, 
say, from Oanada or the United States, 
might have something in it. But to say 
that a thoracic or heart surgeon or neuro- 
surgeon, long hours and so on, I know 
the argument, demands more than 
surgeons in other fields, I do not think 
we could support that a,t all. We are 
/not really claiming that the surgeon 
should be better paid than the physician. 
The merit award has made that differ- 
ence between all consultants that some 
are more equal than others. 

4264. Professor Jeyvkes: But you are 
suggesting that the earnings of a con- 
sultant in some of these other countries. 
United States, and so on, are so much 
higher than 'they are here that if we are 
ever going to get these people to come 
across we have to have a higher limit? 



Printed image digitised by the University of Southampton Library Digitisation Unit 



908 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



That is my own personal view for 

certain very important fields . — Sir James 
Paterson Ross : For appointments rather 
than for a class of specialists . — Sir Harry 
Platt: If yon want to get a man as in 
the United States you have to offer him 
more. 

4265. Chairman: You want these 

special awards attaching to posts? 

We are not recommending that as a 
College. We have discussed it and our 
Council was not tmanimous, Sr. 

4266. I hope you do not think we have 
questioned you insufficiently, Sir William 
and Sir Wilfred, by devoting such a short 
time to the special problems of dentistry 
but I do not think there are any other 

questions we have on that subject. 

Sir Wilfred Fish : We are only con- 
cerned that our consultant branch should 
develop. When Sir William says we are 
a young profession I was thinking of 



the early days in dentistry : we are jm 
about to celebrate our centenary in tit 
College of Surgeons. We are not as 
young as all thait but we are a smal 
profession and it is very important 
certainly that 'the consultant branch 
should be developed and not be stinted 
in the number of appointments that are 
made either for the welfare of the 
people’s health directly — because they do 
need consultant .treatment — or for the 
welfare of the profession where they can 
only have one object and that is to give 
-the public better treatment. Therefore I 
think on both grounds it is very im- 
portant that there should be an increase 
in the number of consultant posts and 
for our part we will undertake to see that 
our consultants are wei trained and de- 
serve any encouragement they are given, 

Chairman : I think that concludes this 
session. Thank you very much. 



(The witnesses withdrew ) 
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MINUTES OF EVIDENCE 

TAKEN BEFORE THE 

Royal Commission on 
Doctors’ and Dentists’ Remuneration 
SEVENTEENTH DAY 

Friday, 25th April, 1958 

Present 

Sir Harry Pilkington ( Chairman ) 

Mr. J. H. Gunlake, C.B.E., F.I.A., Sir David Hughes Parry, Q.C. 

F.S.S. Sir Hugh Watson, D.K.S. 

Mr. I. D. McIntosh, M.A. 

Mr. W. A. Fuller, D.S.C. ( Secretary ) 

Mr. J. B. Hume ( Assistant Secretary ) 

ROYAL COLLEGE OF OBSTETRICIANS AND GYNAECOLOGISTS 

Memorandum of Evidence to the Royal Commission on Doctors’ and Dentists’ 

Remuneration 

The objects of the Royal College of Obstetricians and Gynaecologists, as. declared 
by its Royal Charter, are “'the encouragement of the study and die improvement 
of the practice of obstetrics and gynaecology, subjects which should be inseparably 
interwoven ”. 

The affairs of the College are governed by an elected Council, which itself elects 
the President, Vice-Presidents, Honorary Treasurer and Honorary Secretary. London, 
England and Wales, Sboltlanid, Northern Ireland, Eire, are represented on a geo- 
graphical basis by a specified number of Councillors. 



The Council of the College is precluded by the terms of its charter “ from engaging 
in any transaction with a view to the pecuniary profit or gain of the individual 
members thereof For this reason it cannot make detailed recommendiaitions on 
rates of pay. 

Jit wishes, however, to draw the attention of the Royal Commission to two 
important- points: — ■ 

(i) It is of ‘the greatest value to the patient that obstetrics and gynaecology 

should be practised together as one subject at consultant level, thus forming, 
with medicine and surgery, the (three branches of modern medicine. 

(ii) Due consideration should be given to the fact that the practice of obstetrics 
makes extra demands on those who undertake it. The amount of emer- 
gency work, especially by night, which cannot easily be delegated by 
reason of its character, is far higher than in any other branch of medicine. 
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If the statements made above, which Council behoves are important for the 
wehbdna of The se^ice, were generally accepted and implemented . in practee, 
weiWbeing « me ser , s would be certain specialists 

,t would Still MOW that tor an inienm ^ , those of their colleague 

sr"s,sS;.”SE £*Kfi £ 

under the control of consultant obstetricians and gynaecologists. 

TT,» rtnrmril of the Royal College of Obstetricians and Gynaecologists agrees in 

ass x x wss? 

ZgffiZSfSEtS SSSSSTm* C«ndl m i. ™ .« 

KmritoT make worthwhile comment. For this reason no answer has been 
gvrnm questions (vii) (a) and <b), <». W>. C*W. (™), (xix), (m). 

The following observations are made on the remaining questions asked by the 
Royal Commission. 

(f) The quality and quantity of recruits 

This is a mater on which the universities, undergraduate medical schools and 
prSSlitaTtrS units are best able to speak. It is V™***™ 

year at the earliest that these recruits come to the notice of the College. 

(ii) The quantity and quality of newly qualified doctors + ... ., 

Tt W0U T £ i aonear that there is a sufficient number of qualified doctors to fill the 

rt 1 wghLr™|, t 

S ealy “ed b^toe tought^ in homes without this background. 

(iii) Wastage of men and women during training and in the first few years after 

Thk^anettK to be minimal in obstetrics and gynecology. i Relatively few who 
start^&eirTraining in these subjects abandon it for specialisation m other branch 
of medicine. 

(iv) The cost and duration of training 

The requirements of the Royal College are confined tc ’ S 

SH S2S -SST^HS 

resident appointment in that subject, again m an approved hospit . & 

opinion of the College that every general praotitoooer practising obstetrics sho 
have held a resident .postgraduate appointment m obstetrics. 

All the posts referred to above are paid posts. The i Conned would not MUttt 
that there wias a oase fioor supplementary grants except under very « ca P®‘°™ 
droumstances, which would be more likely to apply at registrar leveL^ J l 
sionally happens that a post in. obsJtetrics and gyntecology, or in anoth 
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allied branch, e.g., pathology, biochemistry or endocrinology, in a good teaching 
unit would be of great advantage to a trainee already moderately senior. His 
commitments and responsibilities might be such that he would be unable to meet 
his financial obligations on the salary for a junior post, and be forced by drcutn- 
9 tan.ce to take a registrar post under conditions less favourable for his training. 
It would be an advantage under such special circumstances, which admittedly 
are rare, if a grant could be made available to assist in the training programme. 

(v) The position and prospects of a newly qualified doctor 
The Oollege submitted a memorandum relevant to this question, to the Willink 
Committee in July, 1955, a copy of Which is appended. 



(vi) Any trend to excessive resort to certain branches of the profession 
The College has. no evidence to suggest that there is in relation to the other 
brandies of medicine an. excessive number of specialists in training today in 
obstetrics and gynaecology. The number is probably influenced by the exacting 
demands of this type of practice. 



(vii) (c) The relative advantages and disadvantages of a whole-time consultant in 
the National Health Service 

The grades referred to in questions (c) to (/) inclusive are grades in which the 
College is interested. The whole-time consultant has many disadvantages under 
the present arrangements. It is impossible for hkn to fulfil his duties unless 
he has a 24-h.our telephone service in his home, and a car available night and 
^. a y_y e t he obtains no tax relief at present on these essential items. Membership 
of learned societies, and the study of scientific journals are an important need, of 
a practising consultant. Council feels that the expense incurred in connection 
with all the above, should be allowed for income tax purposes. 

It is in the interest of both patients and consultants ‘that there should be an 
opportunity for private practice. Whilst it is admitted that facilities exist, the cost 
to the patient is often prohibitive, even though in some instances offset by contri- 
butory insurance schemes. These do not, however, contribute to expenses for 
normal midwifery. Thus, beds are occupied .by many patients who are able, and 
would prefer, to make a contribution for the satisfaction of being a private patient 
under the clinical care of the doctor of their choice,, but who are unable to pay 
the high hospital charges now demanded. An extension of private bed accommo- 
dation with a reduction in the costs— in recognition of the fact that patients occupy- 
ing such accommodation are not claiming accommodation under section (iv) or 
Oiii) to which their National Health Service contributions entitle them— would 
result in an increased income to the exchequer and the consultant. 

If increased private bed accommodation were provided it might well result in 
fewer consultants having a maximum number . of sessions and W1 * a red “™ 
number. The Council considers that a hospital is batter served by two or more 
consultants with fewer sessions than by perhaps only one ^consultant with a 
maximum number of sessions. Because of the exacting toiands of obstetric 
practice it is humanly impossible for one consultant to be constandy on duty day 
and night. There must therefore be more than one consultant available in i?vm 
area if there is to be adequate specialist cover for hohdays fifaess and ^sence 
from other causes, quite apart from the demlands of die day dEL /. 
the obstetric and gynaecological service. This is particularly .importat in sc atter ed 
areas, but without means of securing a full income, that is by private practice, 
sudh. an arrangement is impracticable. 

(viii) The difficulties encountered by members of the Registrar grades 
The nresent system of staffing hospitals is dependent to a great extent on 
registrars, particularly of the Senior Grades, whose posts are regarded as tommg 
for consultant responsibilities and practice. With the tatted num e 1 , 

ant posts all registrars, cannot hope to achieve consultant status and at the 



Printed image digitised by the University of Southampton Library Digitisation Unit 



914 



ROYAL commission on doctors’ and dentists’ remuneration 



of the profession in the future, and the consequent intake of medical students j 
required.” 

me report is based on conditions ««£»***'* t,0 ® : attanpt [ 

has been made to anticipate changed conditions. 



The present position 

In order to discover -how many ^^“’■'“Xna^HeS' Service in England, 
gynaecological practice m a* ^ prepared a questionnaire for Boards of 

Scotland and Wales-, *e rZ* P XW tolted replies to which -are given 

Govamora and Re^nal^ B obtaioed statistics from -the Mimsltry of 

m Appendix A. The Ut«J „ , , { Scotland Tthese statistics, together with 
“wl^tio^we published in -the British Medical Journal Supplement 
26/2/55 p. 66, and these are given in Appendix B. 

i _ +i. _ .. . oiorfitirvnTiia line it SBfiULlS that there IS H. total HI limb 6T 

of^«tor^SHM q O s employed in England, Scotland and Wales (not 
deluding 9 vacancies in establishment or a required increase in establishment of 13f 
Zto the BMJ Supplement the total number, obtained from the Ministry of 
wllnh Zs given as 580. The difference of 128 may be -due to Consultants working 
for^rlto one Hospital Board and therefore being included in answers to the 
queSonnaire by more to one Board. For this reason the total nrnn -ber d 
Consultants and S.H.M.O.s is assumed in -this memorandum to be 580 Since 
Registrars, Registrars and House Officers are not usually employed by more 
-than one Hospital Board the figures relating -to -these appointments m the 
questionnaire are considered to be correct. In the following .totals vacancies m 
establishment are included, but required increases m establishment are stated 
separately In accordance with the opinion of the Council of the Ooillege that the 
posts at present filled by S.H.M.O.s should in fact be filed by Consultants, the two 
appointments have been considered together. 

The present position in England, Scotland and Wales can be summarised as 
folows : — 



(a) Consultants and S.H.M.O.s. 

Total number 580. 

(In the replies to the questionnaire there were 623 Consultants and 94 
S.H.M.O.S, including 9 vacancies in establishment. Of the Consultants, 
526 were part-time wiith an average of 6 sessions each. There was an 
increase in establishment required of 13 Consultants and no S.H.M.O.s.) 

(b) Senior Registrars. 

Total number : 115 (including 5 vacancies in establishment). 

These are distributed as folows : — 



1st year 


... 36 


2nd year 


... 22 


3rd year 


... 14 


4th year 


... 14 


5th year 




or supernumerary or transitional ... 


... 29 



(In addition there was an increase in establishment required of 3 Senior 
Registrars. The -above Statistics do not take into account those who have 
finished their consultant teaming but who have no appointment. There is 
no way of estimating their number.) 
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(c) Registrars. 

Total number : 232 (including 20 vacancies in establishment). 

These are distributed as follows : — 

1st year Ill 

2nd year 121 

(In addition there was an increase in establishment required of 
8 Registrars.) 

(d) Senior House Officers and House Surgeons, Registered and Pre-registration. 

Total number : 669 (including 16 vacancies in establishment). 

These are distributed as follows : — 

Senior House Officers 176 

Registered House Surgeons 153 

Pre-registration House Surgeons 340 

(In addition there was an increase in establishment required of 6 Senior 
House Officers, 2 Registered House Surgeons and 1 Pre-registration House 
Surgeon.) 

The Service Provided at Present. 

As shown in Appendix B there are 19,924 obstetric and 10,443 gynaecological beds 
in England, Scotland and Wales. 

From this it can be worked oult -that there is : — 

1 Consultant or S.HjM.O. for every 34-5 obstetric beds and every .1.8 
gynaecological beds. 

1 Senior Registrar or Registrar for every 57-5 obstetric beds and every 30 
gynaecological beds. 

1 Senior House Officer or House Surgeon for every 30 obstetric beds and every 
15-5 gynaecological beds. 

The Training of Consultants at Present. 

If the average length of service as a Consultant is 30 years there will be an 
average of 19-3 consultant posts vacant annually .through retirement. In 
Appendix B it is anticipated that between 1963 and 1974, the average number of 
Consultants and S.H.M.O.S retiring each year will be 20. At the present rate 
there will be an average of 23 Senior Registrars, 116 Registrars and 1,162 Senior 
House Officers or House Surgeons finishing their apramtaents each year. Thus 
for every Senior Registrar who cornpldtes his training there are 5 trained as 
Registrar and 50 trained as Senior House Officer or House Surgeon. 



The future position 

At the present time 65 per cent, of births are insttituitiomal (see Appendix B). It 
is the policy of foe Oollege that there should be beds available in hospital for every 
expectant mother who needs or wishes to be confined m hospital. It is anmpated 
that the total number of institutional births might increase to 90 per cent. Never- 
theless it is probable that this increase will be mainiy m General Practitioner 
Maternity beds which means that lilbtle addition to the numlber of obstetracians in 
training wifi be needed, because these beds will be sitaffed by General PradMiioner- 
Obstetrioians who will be able to admit abnormal cases to an associated Hospital 
Maternity Department, in which there are already beds available tor such 
emergencies. 



It is assumed, moreover, that foe proportion of parMkne and full-time Consultants 
will remain the same as at present. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



916 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



Thus if the requirements for increases in present establishment, are taken into 



■account the future needs will be: — 

(a) To run the Service. 

Consultants 600 

Senior Registrars 120 

Registrars 240 

Senior House Officers 180 

Registered House Surgeons 155 

Pre-registration blouse Surgeons 340 



Thus, as a rough guide, there will be : — - 

1 Consultant for every 35 obstetric and 20 .gyntecotogicaj beds. 

1 Senior Registrar or Registrar for every 55 obstetric and 30 gynaecological beds. 

1 Senior House Officer or House Surgeon for every 30 obstetric and 15 
gynaecological beds. 

It is suggested that if there is an increase in 'the number of Consultant Hospital 
Ibeds, in those areas in which there is at present a shortage, there should be a 
corresponding increase fa personnel although the general ratio suggested above may 
toot be applicable to all hospitals, for the fadivtdiual requirements vary with the 
Itype of work carried out 

(b) To train Consultants. 

If 'there are 20 Consultants reaching the age of retirement each year there should 
Ibe 25 Senior Registrars fully trained anniualliy to fil -the vacant consultant posts and 
'to allow for those who go abroad or take up academic posts or go into another 
branch of medicine. 

If the training of a Senior Registrar is for five years this means a total at any 
lone time of 125 Senior Registrars. But fa order to run. the Service nearly three 
times 'as many Senior Registrars and Registrars will be needed. It is suggested 
therefore that approximately 250 Registrars are trained alt any one time of whom 
only one in five will be selected to proceed to Senior Register to train as a Con- 
sultant, i.e., 125 new Registrars each year. This means that selection as a Senior 
Registrar almost ensures a Consultant post when the training is complete. 

If, on -the other hand, it is considered that the training of a Senior Registrar is 
complete at the end of four years '(instead of five years) a total of 100 Senior 
Registrars will be needed to replace Consultants at the rate of 20 a year. But in 
order to run toe Obstetric Service a total of 360 Senior Registrars and Registrars 
will be needed and therefore there will have to be 260 Registrars at ‘any one time, 
or 130 new Registrars appointed each year, of whom about one in five will contone 
to specialise fa Obstetrics 'as a Senior Registrar. 

Because of the importance of itfaeir [training it is suggested that Senior Registrars 
should be [trained partly fa ia teaching hospital. In many instances this will probably 
be in joint appointments with Regional Hospital Boards. 

It is realised that there should be a few additional Registrar and Senior Registrar 
posts for the training of men from the Dominions who will presumably return there 
when their training is completed. 

There are at present ’approximately 345 Pre-registration House Surgeons and 
455 Registered House Surgeons being employed at any one -time. Since te 
appointments are each for six months it means that approximately 1,000 Pre- 
(registration and Registered House 'Surgeons wifi be trained fa Obstetrics and 
Gynaecology (or both an combined 'appointments) each year. This figure represents 
the number of students required to fill /these posts annually. They will presumably 
■also undertake other House appointments in toe various branches of Medicine and 
Surgery ■before or after undertaking an appointment in Obstetrics or OynEeooiogy. 
From toils number will be (those who -are tfco become Senior House Officers (at 
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(the rate of 180 each year). Registrars (ait the rate of 125 each year), Senior Registrars 
(at the rate of 25 each year) and, finally, Consultants (at the rate of 20 each year). 

Thus it can be worked out that to replace a Consultant and to run the Service 
on the present system it will be necessary to train at the same time 1-25 Senior 
Registrars, 6 Registrars and 60 House Officers. 

The above estimate assumes that the pattern of hospital staffing remains as it 
is at present and makes no allowance for the time occupied in National Service. 



Signed on behalf 
and Gynaecologists, 



of the Council of the Royal Oollege of Obstetricians 
A. A. GEMMELL, 



President. 



July, 1955. 
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APPENDIX B 

T _ . . June, 1955. 

Information received from the Ministry of Health and 'the Department of Health 
for Scotland regarding evidence to be submitted to the Wiiffinik Commhtee. 



Obstetric Beds 
G.P. Maternity Beds 
Total Births 
% Institutional . . . 
Gymecological Beds 



England & Wales Scotland 



17,171 2,753 

2,449 423 

... 690, $23 94,714 

64-3 70 

9,118 1,325 



' British Medical Journal Supplement — 26/2/55 p. 66. 



OBSTETRICIANS AND GYN/ECOLOGISTS 



Total Consultants and S.H.M.Os in Great Britain (i.e., 
Wales) 580— (England and Wales 413 Consultants and 87 S.H 
for Scotland not 'available). 



England, Scotland and 
•M.O.s— -separate figures 



Between 1963-74 the average number of Consultants reaching age 65 each year 
is 20— before 1963 the number is less. 



Total Senior Registrars in Great Britain (i.e., England, Scotland and Wales) is 71:— 

1st year 26 

2nd year 15 

3rd year 17 

4t'h year 13 



There are however a number of additional people at this level. 



Examination of Witnesses 



Professor A. M. Claye, President 
Mr. T. L. T. Lewis 
Mr. H. J. Malkin 
Mr. J. H. Peel 



on behalf of the Royal College of Obstetricians and Gynaecologists 
Called and Examined 



4267. Chairman-. Professor Claye, we 
have had your memorandum, which we 
have read with much interest. You 
probably know that we have already 
seen your sister Colleges, the Physicians 
and the Surgeons, and we have also 
seen the Colleges in Scotland, so that 
we have covered fairly folly toy now a 
good many of the 'points of .general in- 



terest to the Colleges, and we may not 
need to go into all of them in great 
detail with you. We hope, therefore, 
that we shall be able to ask you all 
the questions we wish to, before lunch 
today, and that we may finish by then. 
You will know that this is a public 
hearing and, therefore, if there are any 
things you do not want to be published, 
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you had better not say them. Once yes- 
terday somebody said “ Since we are m 
Committee, I will say such-and-suoh , 
but we are not. Anything that is said 
is liable to be reported. If we press 
you fairly thoroughly on some at the 
representations you have made, please 
do not interpret that as meaning either 
disbelief or hostility. Equally, do not 
interpret the fact that we do not ash 
you about some points as meaning that 
we think they are irrelevant, or that we 
accept them ; it is just for us to make 
up our minds on them, in due course. 

We have got two eminent lawyers on 
this Royal Commission, who have done 
most of the work in going through the 
submissions and getting an orderly way 
of approaching our questions, and in this 
case Sir David Hughes Parry, whom you 
may already know, is going to take the 
lead in asking most of the questions. 
But you will be asked questions by 
anybody on the Commission, and in 
your turn I hope you will feel free to 
let any of your colleagues reply on any 
subjects that you think are more par- 
ticularly up their street. We want to get 
the best of this opportunity. Profes- 

sor Claye : Yes, Sir. 

4268. Sir David Hughes Parry. May 

I say before I begin that, if there is 
any matter which you would like to 
add to what you have already said to 
us, I hope you will take the opportunity 
when we deal with the difieremt para- 
graphs? Yes, I will do that. 

4269. Or, if there is any .alteration or 
modification you wish to make there will 
be every opportunity, and I hope you 
will take it. Could we begin on the first 
page? Your paragraph (ii) says: 

“ Due consideration should he given 
to the fact that the practice of obstet- 
rics makes extra demands on those 
who undertake it. The amount of 
emergency work, especially by night, 
which cannot easily be delegated by 
reason of its character, is far higher 
than in any other branch of medi- 
cine.” 

I wonder if you have any particulars 
that would help us to see the problem, 
in the form of statistics, of the number 
of times a consultant may be called out 
at night? We have a general impression 
that the general practitioner and, per- 
haps, even the consultant, is not called 
out now as frequently at night as 



formerly. Yes. I think that is true, j 

Sir, but we have not got any definite { 
statistical evidence about this. But 
I think it is the belief of our Coun- 
cil that, even so, both the consultant 
and the general practitioner get more 
calls in this branch, than in others. 

4270. But it is a general impression? 

We have not got chapter and verse 

for you. 

4271. Chairman: When you say that 
diue consideration should be given, what 
doss “ due consideration ” mean? Are 
you implying that this particular 
specialty should be rather better re- 
warded than other specialties, on 
account of these extra claims? I 
think that this sentence applies, more 
particularly to the general practitioner, 
Sir, and if the general practitioner has 
a lot of emergency obstetric work, then 
he needs the time to do that, and has 
less time to devote to other work ; some 
sort of adjustment should be made be- 
cause of that. 

4272. Sir David Hughes Parry : On 

page 910, I think you j-uet state that it 
would be batter for us. to. treat with 
the Universities and the medical schools, 
on the question of the quality and quan- 
tity of recruits, but in the . follow- 
ing paragraph, on the quantity and 
quality of newly qualified doctors, 
you say “ There are fewer young 
doctors drawn from professional class® 
and particularly from doctors’ homes”, 
and you believe that this indicates “ that 
the professional classes regard medicine 
as a less satisfactory career than pre- 
viously . . .” I wonder if that is 

an impression. There are many things 
that contribute to this factor, are there 
not? I wondered whether this did follow 

logically. Yes, I think there are a 

great many doctors who would have en- 
couraged their sons to go in for medi- 
cine, who now try to dissuade them. 

4273. Why? -I think that the un- 

certainty of a good living is greater 
than it was. 

4274. You do not mean to say Shat 
they are going into other professions, 
where they are adequately paid by 

salary? No, I do not think soy-not 

exactly, Sir. There is less enthusiasm, 
I would say, in doctors’ households for 
the profession of medicine, for a great 
many different reasons, and therefore 
they do not encourage their sons to the 
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extent that they did to go into the 
profession. 

4275. But it may well be that there 
is a call from other vocations, scientific 
vocations for example. It may be that. 

Yes. That is not our .point. Our 

mint is that (the fathers, themselves, 
dissuade them because they are not happy 
about the present set-up of medicine. 

4276. Chairman : Your College, to a 

greater extent (than the others, I think, 
covers the Commonwealth as a whole, 
does it not? Yes, Sir. 

4277. So you might, perhaps, be in a 
position to say whether this tendency is 
universal or widespread in many coun- 

fofics, -No. The countries of the 

Commonwealth 'that I know best are 
Australia and New Zealand, particularly 
Australia, where the arrangement is 
quite different. 

4278. Yes, but by the word “ten- 
dency ” I mean the tendency to encour age 
their sons to go into other things, because 
it has appeared to us that, for instance, 
there is a very parallel tendency in the 
United States. I .thought that perhaps 
you, in your College particularly, could 
give us a few facts 'as to whether the 
tendency for dioctors’ sons not to become 
doctors is much more marked here than 
elsewhere, or not. — -No, I am afraid I 
have not got any definite evidence about 
that, Sir. 



it has been found to be very difficult to 
get admission to medical schools — that 
is a possibility, is it not — 'and, therefore, 
many are not encouraged to go in now, 
because of ithat difficulty ; and it may 
be 'that the parents are in an income 
group where they do not get grants to 
help their children through University. 
All 'these things, obviously, have an effect, 
as well as those you have suggested, do 

they nolt? -On (the question of grants, 

I think that is an (important point. 

4281. But you agree as to 'the others? 
1 wonder if you could just recapitu- 
late briefly. 

4282. The first one we have already 
mentioned. You are not quite certain 
about ithat, whether the parents advise 
their children to .go into a more secure 
profession, whether (there is competition 

from other professions? Yes, that 

may well be. 

4283. And difficulty of admission to 

medical schools. Yes, that was the 

point I wanted to take up, because I 
do not really think .there is much diffi- 
culty about admission to medical schools. 
The figures that you get are swollen, 
because so many people apply for 
several different medical schools and, 
in fact— certainly in the provinces— we 
have very tittle choice with our vacan- 
cies about accepting people. I do not 
know if any of my colleagues would like 
to make any comment on this. 



4279. Do you (think your College 
would be able to get any, because this 
is a point ithat you are rather making, 
and it ds particularly valid if it only 

applies in this country. Yes, I have 

no doubt we could make enquiries and 
find out. My impression as regards 
Australia is that the doctors are very 
happy with their iset-up. I heard that 
time and again. 

4280. Sir David Hughes Parry '. This 
matter has been suggested to' us in other 
vocations, (and we are trying to find out 
why it is that parents in the medical 
profession do not encourage their 
children, if that is so., to take up the 
career of medicine. It may be (that the 
parents are after a greater measure of 
security for 'their children in salaried 
professions ; if may be that the competi- 
tion of other professions is much greater, 
and ithat it is easier now for these young 
people to get into, these professions which 
are greater in number; it may be that 



4284. Chairman : Which part of the 

provinces do you 'belong to, Professor 
Claye? Leeds. 

4285. Sir David Hughes Parry: That 
is 'the impression we also got from Scot- 
land, but it is another impression that I 

have from London. -Yes, I think that 

may well be. Two of my colleagues are 
from London, and are better qualified 
to answer that than I am. Mr. Peel . I 
would say that, as far as that is con- 
cerned, there is mo shortage of appli- 
cants to become medical Students. And 
I think there lis no great difficulty m 
choosing suitable candidates. I would 
agree 'that it is not all that difficult tor 
a suitable boy to become a medical 
student. I think ithat is a fact through- 
out the country. 

4286. Chairman : You mentioned “a 
suitable boy **. In Scotland, particularly, 
we were -also told that *ey were able 
■to exercise rather more selection, it i 
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remember rightly, with (boys than girls, 
but at any rate (the question, of girls was 

quite material. 'Yes, I thank it (is true 

to say that the medical schools have a 
fairly fixed quota of (the two sexes, and 
I would say that it probably is more 
difficult for a girl to (take up medicine, 
than for a boy, and. to get a place in a 
medical sohool. 

4287. Sir David Hughes Parry : Who 
has fixed the number or percentage for 

the women? 1 think that is fixed by 

the University of London. That is my 
recollection. At any rate, St 'is by agree- 
ment amongst the various constituent 
parts of the University. 

4288. I thought that the agreement on 
the University side was that (the medical 
schools should reserve not less than 20 
per cent, of their places for women. I 
think it is left to the medical schools, 
themselves, to say how many they will 
take, and X think it may very well be that 
the medical schools among themselves 

have reached agreement. Yes, I think 

that is quite true. 

4289. Chairman: Are you feeling 

that parents are less willing than before 
to advise their daughters, as wali as their 
sons, to take up either medicine as a 
whole, or your particular branch of the 

profession, or is it particularly sons?' 

Professor Claye: I would have thought 
particularly sons, Sir. 

4290. Sir Hugh Watson: Whilst 

giving a certain amount of weight to the 
various considerations that Sir David has 
just put before you, Professor, I gather 
from what you say that your view still is 
that the principal factor in this: matter 
is the fact that doctors are actively dis- 
suading their sons from Mowing . in 

their fathers’ footsteps. Yes, I think 

that is so. 

4291. Could you tell us exactly for 
what reasons you think doctors are 
doing that, because if it is something to 
do with remuneration, we are here to 
advise about remuneration, and we would 

like to know about it. Yes, I think 

remuneration has a good deal to do with 
it, Sir. 

4292. From what point of view? 

That now, as compared with before the 
advent of the Health Service, the status 
of the doctor, financially, is not so good 
as it Was. 



AND DENTISTS’ REMUNERATION 



4293. That applies to almost all the s 
professions, does it mat. Professor?— 

I suppose it does, yes. 

Sir Hugh Watson: I think SSr David 
and I feel it applies to us. 

4294. Chairman: And you feel that 
applies to the general practice branch, 

as weft as the hospital branch? Yes’ 

I would say so, from the people I have 
spoken to, Sir. 

4295. Sir Hugh Watscm : Do you feel, 
Professor— I thank this is a matter ol 
some importance — (that this is because 
the level of remuneration of doctors has 
not been brought up in accordance, 
roughly, with the standard of living, or 
is it deeper than that, or what is it? 

1 think it is partly that, and, of 

oourse, you know there is bad feeling 
on the subject of Spens. The doctors 
do feel that they have not had a square 
deal on that, and that no doubt is one 
thing which wilt tend to make parents 
dissuade their sons from going in. 

4296. Chairman: How long has this 

dissuasion been going on? 1 would 

say for several years, Sir. 

4297. The bad feeding is of more re- 
cent growth, is it not, as regards the 
question of Spens? — * — Yes. 

4298. Sir Hugh Watson : There could 
be no doubt that, ait least until 1951, 
everything Was all right, because that was 
(the year in which Mr. Justice Danckwetls 
pronounced Ms award, which I think il 
Is fair to say is regarded as not un- 
generous by the medical profession, — 
Yes. 

4299. It is also fair to say that tit 
medical profession, themselves, made m 
claim after that until 1956, as I under- 
stand it. So all this bad feeling his 
arisen since the claim was put forward 
by the British Medical Association in- 
1956? Is tot right?—! think raj 
largely, a-t any rate. 

4300. I do not want to appear to ki 
cross-examining yo-u or tying you dom, 
but that is only two years ago, you set, 
and after all this Oommissiion was set 
up 13 months ago, not so very long after 
(the BJM.A. began to prosecute their 
claim. You told the Chairman just not 
that doctors had been dissuading their 
sons for several years, and I think it il 
most important that the Commissi® 
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should, really have some idea why they 
have been doing that. I know they have, 

but I would like to know why. Yes. 

I think it is true that the profession did 
not start taking adtion on remuneration 
alt once. They have a centain amount of 
feeling that everybody is in this, and 
they delayed until 1956 because of that, 
bult I think there was some ill-feeling 
before then— Mr. Malkin: Could I 

mention two points, Sir? I think there 
was a little more dissatisfaction among 
consultants about the interpretation of 
Spens than among general practitioners 
ju 1952. It was mainly the general 
practitioners who benefited from the 
Danckiwerts Award. There was a slight 
adjustment for consultants, afterwards. 

4301. In 1954? Yds. 

4302. Chairman: That was an adjust- 
ment that Sir Russell Brain said restored 
the balance between .the two branches of 

the profession. Yes, Sir. It was not 

viewed quite as satisfactorily by the con- 
sultants. Another point, which I think 
worries a consultant, is the diminishing 
private pradtice which obviously affects 
his remuneration very much, and a lot 
of us think that the cause of the 
diminishing private practice is the fact 
.that the patient has to pay so much for 
private accommodation if he or she 
washes to have private treatment. 

4303. We will come ito that later in 

your memorandum. Yes, I appreciate 

that, Sir, bult it is one of the causes 
arising from the question that Sir Hugh 
Wialtson has put about a certain amount 
of dissatisfaction, land the tendency for 
doctors nolt to encourage Ithedr sons to 
Mow an their footsteps. 

4304. One is bound to take the dis- 
couragement or encouragement into the 
profession as a whole, and not particu- 
larly your branch, 'Or the consultancy 
branch. In your paragraph (vi) you say 
that there is no evidence to suggest an 
excessive number of specialists in train- 
ing today in obstetrics and gynaecology, 
but I rather gathered that you did not 
think there was any excessive resort to 
any particular branch. I rather deduced 

that from [that answer, Yes 1 , that is 

so, but our families will see us as their 
model, -and our reaction is that they will 
go by our experience in making their 
decisions las to whether they wliM go into 
medicine as a whole. 

i 4305. Sir Hugh Watson: This pull 

i away from (the professions is mot confined 



to medicine, Professor Olaye. There are 
many reasons why young men are not 
going into any 'of (the learned professions 
in the numbers or Ithe proportions which 
they used to, and Sir David has said 
some of (the reasons. Would you agree 
that, perhaps, the young man today has 
more say in this, (than he used to have 

when you and I were younger? 

Professor Claye: Yes. — Mr. Peel: I 
think it would be reasonable to saiy on 
this pul away from medicine that re- 
muneration is only one of the factors. 

4306. That is what I wanted to get at. 

What other factors do you look to? 

They not only concern remuneration, but 
they concern Ithe whole structure of 
medicine, and the change which has -taken 
place since the introduction of the 
National Health Service. There are in- 
evitably factors of change between before 
and after the National Health Service. 

4307. Which make (the practice of 

medicine less attractive? Which make 

the practice of medicine less attractive. 

4308. Chairman: That is one reason 
why I was very much hoping for some 
factual information from your College, 
as we! as an impression — some factual 
inf ormation about ithe other parts of the 
world, with which you deal, where con- 
ditions are -quite different. I think your 
College ought ito be particularly well- 

placed to 'give us some facts on that. 

Professor Claye : We wil Ithink about 
that. — Mr. Lewis : May I -raise one point 
about security? I (think it wias suggested . 
by Sir David that, perhaps, more secure 
professions were attracting ithe sons of 
doctors. I do not -know whether Pro- 
fessor Claye meant it, but I think he 
implied that, perhaps, more secure pro- 
fessions were attracting the sons _ of 
doctors. I think that the im- 
pression among -doctors is that the 
(profession is if 'anything more secure 
no-w, but at the same (time the restrictions 
-are more and (the rewards, as has been 
said, are less. But on the point of 
security, I would have said that medicine 
is as secure for a young man to go into, 
as any (other profession. 

4309. Sir David Hughes Parry: May 
we move Ito paragraph (iv) on the cost 
and duration of training? There are 
two matters I would like ito raise on that. 
You say “At present a minimum of 
three years residence in approved 
hospitals is necessary for candidates for 



Printed image digitised by the University of Southampton Library Digitisation Unit 



924 



royal commission on doctors’ and dentists’ remuneration 



the Membership but this may be in- 
creased.” Is there any further informa- 
tion on that? Professor Claye : The 

College is considering this very question 
at the moment. As you have said, we 
are a Commonwealth College and we 
have agreed a draft here, which has now 
been sent out to our regional councils m 
the Dominions, for 'approval. That will 
involve an increase in the length of train- 
ing, if it goes 'through. 

43 10. And an increase in the cost? It 
essentially involves 'that, does it not? 

Yes. Of course, they 'are in paid posts 
all the -time. 

4311. But that is ithe action of the 
College? It is the College itself which is 
increasing the length of the training and 

increasing the cost?' Yes. These 

young men ;are in paid posts all the. time 
they axe training. We hope .they will be 
more effective gynaecologists when they 
have finished it, than (they are now. That 
is onr view. 

4312. The other matter arises later. on 
in that paragraph, where you say “It 
is the opinion of the College that every 
general practitioner practising obstetrics 
should have held a resident postgraduate 
appointment in 'obstetrics.” At present, 
the man who is doing his year of intern 
or pre-registration clinioal work has got 
to spend one year — six months in 
medicine, and six months in surgery — 
has he not? That is the present position? 

Yes, but this is very broadly inter- 
preted. Obstetrics is regarded by the 
General Medical Council as either 
medicine or surgery, as convenient. 

4313. You were not contemplating that 
the one year should be extended to 18 

months? That is all I am asking. 

There is nothing fixed about that, Sir. 
Actually, we should be very glad if the 
obstetric appointment could be done 
after the pre-registration year, because 
we think a man is in a better position 
to profit by it then. The General 
Medical Council tells us that there are 
not enough general posts for the avail- 
able recent graduates, unless some 
obstetric posts are included, so that it 
is still true that a great many obstetric 
posits are pre-registration posts. 

4314. And you really are recommend- 
ing that no-one should go into this kind 
of practice as a general practitioner, 

without the six months training? We 

do not Want a general practitioner to 



practise obstetrics, unless he has dote ; 
this appointment after graduation. 

4315. You do not go any further than 
that? As far as the general practitioner 
is concerned, you do not ask for any 
special .qualifications, other than ithe six 

months? No. As you no doubt are 

aware, we give a diploma for this, but 
we leave it to the people concerned to 
judge whether it would be valuable for 
them to hold our diploma, and at the 
moment a very groat number .of them 
do take it.— Mr. Peel : Just listening to 
Sir David and Professor Claye speaking, 1 
I wondered whether they appreciated 
the point that the year in a postgraduate 
pre-registration appointment, which is 
made compulsory by the General Medi- 
cal Council, is something every graduate 
is going to igo through. We believe as 
a 'College that only 'a certain percentage 
of general practitioners should practise 
obstetrics, and we feel that it is Ithe men 
who have had special postgraduate ex- 
perience who should fall into that group. 
Therefore we should not 'be in favour, 

I do not think, of extending the 12 
months to 18 months, -because we do 
not feel tthiat it would be necessary for 
every doqt'or to have stix month'sh post- 
graduate education in obstetrics.- 
Professor Claye: That is the position. 
Sir. 

4316. But .the young man at this stags 
does not quite know into what sort ol 

practice he is going. Mr. Peel: Yes, 

that is quite true, but he is not confined 
to taking an obstetric appointment, 
necessarily, in his first 12 months. 

4317. In paragraph (vi), you s'ay “Tie 
College has no evidence to suggest that 
there is in relation to the other branches 
of medicine -an excessive number of 
specialists in training today in obstetrics 
and gynaecology ”. Are you satisfied 
that there are enough? You .only. give 
-the limit on one side. Are you. satisfied 
that there are enough in training? — 
Professor Claye : Yes, there are enough 
Sir. 

4318. You think that it is all right 
on both sides? — - — Yes. 

4319. Then-, you deal with the subject 
of tax relief. We have had a good man) 
representations on this matter, and I 
think we have got -the point -here fairly 
clearly from all the consultant groups. 
Is there anything further that you. would ; 
like to add, or have you any particulars, , 
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statistics or anything of that kind to 
supplement this? No, I think I can- 

not put it any better than we put it there, 
Sir. 

4320. Mr. Gunlake : There is a point 
in paragraph (vii) in which I was inter- 
ested. You say “ It is in the interest 
•of both patients and consultants that 
there should 'be an opportunity for 
private practice. Whilst it is admitted 
that facilities exist, the cost to the patient 
is often 'prohibitive . . .” Can you 
enlarge on that a little, and indicate why 
it is prohibitive, and to what extent it 

is prohibitive? 1 would like Mr. 

Peel to answer this, (because I am not in 
private practice, and my colleagues are. 
—Mr. Peel : I think what the College 
meant was that the cost of private 
accommodation in hospitals is extremely 
high, because it is considerably over and 
above the overall cost of a bed ; the 
patient is, in point of fact, entitled to a 
National Health Service bed from his 
own contribution. By taking the facili- 
ties in private accommodation, as he can, 
he is, in point of fact, not only doing 
what he wants to do, but is helping the 
Exchequer by providing additional funds 
towards the running costs of the hospital. 
It is merely felt 'by patients, consultants 
and general practitioners, that if the cost 
were reduced, and allowance made for 
the fact that the patient is relieving the 
requirement of a National Health Ser- 
vice bed, in point of fact, there would 
be ian increase in the take-up of private 
accommodation. It would, in point of 
fact, 'ultimately be to the benefit both of 
the pulbilie and of the consultants, and, 
incidentally, to the benefit of the 
Exchequer. 

4321. Chairman: How much is there 
in this in terms of money per week, if 
you like, for a bed? You are saying 
that the hospitals are charging too 

much? That is so. Obviously, costs 

have got to be met. You would like us 
to quote the actual figures. The figures 
for private -accommodation vary between, 
I would say, a minimum of 20 guineas 
a week and something like 35 guineas 
in some of the private beds at teaching 
hospitals. 

4322. Sir Hugh Watson: In London? 
In London. 

4323. Chairman: But how much of 
that do you think is beyond what is 
the real cost appropriate to that bed 9 



You are saying that -this cost is rather 
loaded so as to discourage the use of 

private accommodation ? Supposing 

the cost per bed in a hospital were £25 
a week, then the cost of a private bed — 

I am only quoting roughly — would be 
about £30. So that the person contribut- 
ing towards the National Health Service 
bed does not take up what he is entitled 
to, and he has to pay 25 per cent, more 
than the actual cost of the bed. 

4324. Mr. Gunlake : Whilst you feel 

that Ithe cost of the private bed is pitched 
too high, are you contemplating that it 
should be set below the economic level? 
As you know, of course, it is contended 
in some quarters that drugs should be 
supplied to private patients from the 
finances of the National Health Service. 
Have you anything similar in your minds 
as regards hospital beds for obstetric 
purposes? We know there are argu- 

ments on the other side, but I thin k 
many people do feel that the cost should 
be set below the actual cost, because the 
individual is not taking up his entitle- 
ment. I do not know if Mr. Malkin 
would like to add to that, speaking from 
outside London. — Mr. Malkin : I do not 
know that I can say much more than 
Mr. Peel has already said. There is one 
point which has not 'been brought out, 
though no doubt it has on other occa- 
sions, that there are two positions. If 
a patient comes in las an ordinary 
National Health Service patient, and 
wishes ito have private 'accommodation, 
in a lot of hospitals it is possible, by 
paying another 2 guineas a week, to 
have private accommodation ; but if that 
same patient wished, at the same time, 
to pay a surgeon they would have to pay 
a large amount, as Mr. Peel has said — 
25 per cent, .in excess of the actual cost 
— and in a way that seems a little hard. 
I think the figures Mr. Peel has quoted 
would apply to- the provinces, where I 
come from. They would have to pay 
20 guineas a week, but if (they did not 
insist on a particular surgeon doing the 
job they would get it for 2 guineas a 
week. 

4325. Chairman: Most hospitals have 
their own consultant gynaecologist and 
obstetrician, who would normally do 

whatever needed to be done? Yes, 

but when the patients go in 'they are 
normally asked to say that they appre- 
ciate that no particular surgeon will do 
the work, and only overall, control or 
responsibility is put on to a particular 
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surgeon. But if (they say “ I wouid like 
Mr. So-and-So to do it ”, and they want 
a guarantee of that . . . 

4326. Then they have to pay for exer- 
cising that preference? Yes, and. we 

feel that the difference -between the two 
is excessive. 

4327. Sir Hugh Watson: In the case 
you are talking about, they would be 
bringing in a surgeon who is not norm- 
ally employed as a consultant in the 

hospital? 1 did not mean that at all. 

Any private bed can be filled by any 
consultant, but that is unusual, at least, 
in the provinces. 

4328. There is one expression which 
Mr. Peel used, which I did not under- 
stand, when he said that the patient is 
not taking uip her entitlement. What did 

you mean by that? Mr. Peel : Merely 

that, in paying her contribution to the 
National Health Service, the patient, if 
for example she is going to have a baby 
in hospital, is not taking an ordinary bed 
in the hospital ; she frees that bed for 
somebody else. Apropos of that, there is 
one further point I would just like to 
mention. We had 'in mind that there 
was in obstetrics, rather more than in 
other branches of medicine, a particular 
desire on the part ;of the public for 
increased private accommodation in 
hospital, because of the very nature of 
obstetrics. So many patients do like the 
personal service -of the doctor or 
obstetrician of their choice, and if pri- 
vate facilities were within reasonable 
bounds I am quite sure that the patients 
would take it up very much more than 
they do-. There was the success of 
various contributory private schemes 
which were in existence before the 
National Health Service, which were very 
popular indeed with the public, but they 
have all been swept away by 'the National 
Health Service ; and I think the public 
is missing something, or that section of 
the public which would take advantage 
of that facility is missing something. 

4329. Sir David Hughes Parry : You 

partly -answered the question which I had 
in mind to ask. It is based partly on a 
passage in your answer to question (vii). 
You say that if there was a diminution 
in the charges of the hospitals, -this would 
result in an increased income to the Ex- 
chequer land the consultant. Yes. 

4330. In other words, it would be very 
largely to the advantage of the consultant 
that there should be more private 



practice. That as the point that you are' 
making? Yes, that is so, and we em- 

phasise -that, too, apropos' of another 
aspect of the thing. There are a certain 
number of hospitals in different parts of 
the country Where there may be rather 
inadequate cover by consultants for the 
general .running and responsibility of the i 
obstetric unit. In other words, it is far 
better ito have two men available at con- 
sultant level looking after one hospital, 
than have one who is full-time, because 
he cannot be on duty 'the whole 24 hours 
a day throughout ithe year. 

4331. Many of the other bodies which 
have been before us have emphasised tie 
importance of the continuation of private 
practice in the profession. I have not yet 
a clear view in my own mind of tie 
advantages of being a private patient. ] 
wonder if you could summarise those 
very briefly for us. You -emphasise tie! 
importance of private practice for tie 
consultant. Is it purely economic?— 4 
I would not say that for a moment, noj 
I think the economic factor is one factor, 
and it is an important factor. There; 
are many other factors, ithough, and I 
would (think that it is difficult to put .them 
in a nutshell, but, if I can summarise 
it in this way, when one practises as a; 
consultant in a hospital, one practises asl 
the head of a team and (the different 
members of the team have duties in re- 
lation to the conduct of the individual- 
care of (the patients. It is teamwork. Ic- 
private practice it is quite different. It 
is an individual service given to an in- 
dividual person, at his own request. As; 
an individual who practises both ways, I 
think .there is a -great deal of satisfaction’ 
to be had out -of both ways of praotisini 
medicine, surgery and obstetrics. I fhiii 
that the -profession and the public lose! 

a man -is practising his profession, i 
either of those two channels exclusively. 
Th-a-t would be the way I would 
summarise the thing. There are man) 
aspects of this problem. 

4332. Mr. GunlaJce: The preservation 
of a sector of private practice is some- 
thing that concerns -other professions, 
besides the medical profession. Would 
you agree that the preservation of an 
element -of private practice is a very ini' 
pcxrtant means of retaining and prt- 

serving professional freedom?- 1 do, 

indeed. 

4333. There is a danger that that free- 
dom might ultimately be lost, if privali 
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practice were ultimately to disappear? 

That is our befliief, Sir. 

4334. Chairman : In this particular 

field the dootor-.patient relationship, 
which you are stressing, might very often 
apply 'to 'the general practitioner, who has 
dealt with the woman concerned right up 
to that moment, rather 'than the con- 
sultant whom she may not have seen very 
much. Are you implying that what you 
would like to see in the ordinary case is 
the general practitioner dealing with 

these cases in hospital? 1 think there 

is room for both. I think we feel, as a 
College that so far as private practice is 
concerned, as well as so far as the 
hospital service is concerned, there is a 
place for the consultant and there is a 
place for the general practitioner 
practising obstetrics, 'both in and out of 
hospital. — Mr. Lewis'. As far as that is 
concerned, the abnormal obstetric 
patients choose 'to go to a consultant 
throughout the length of ithedr pregnancy, 
and 'there you are likely to have the pre- 
sent doctor-patient relationship just as 
much with the consultant of_ their 
choosing, as with a general/ practitioner. 

4335. I can quite see that in the ab- 

normal oases, buit 'the great majority of 
cases are not abnormal. You draw 
attention to the large number that are 
now going to hospitals, moat of whom 
have, presumably, only been in contact 
with their general practitioner up to the 
moment. Y es. 

4336. So that if they go into hospital 
then, and they come under a consultant 
for the first itime, from the purely 
psychological angle it does not make 
much difference whether it is a con- 
sultant allocated to 'them or one of their 

own choice? Yes, that is so. Sir. We 

do mention the general practitioner 
obstetrician units which would be 
covered by that point. 

Chairman : We will come to that later. 

4337. Sir Hugh Watson : Can you give 

us any idea what proportion of births 
require the services of a consultant? Mr. 
Lewis mentioned the abnormal births. I 
suppose there are cases where consultants 
are called in, but there must be many 
thousands Where a consultant is never 
oalled in. Mr. Peel'. It is a very diffi- 

cult figure to give . — Professor Claye: I 
can tel you roughly what the state of 
affairs is in my own hospital. About 50 
per cent of the patients who book are 



normal and remain normal throughout, 
or have no very significant abnormality. 
Then there are about 25 per cent who 
are hooked early in the pregnancy, be- 
cause they are abnormal; the other 25 
per cent develop an abnormality during 
pregnancy and are booked late, because 
they have developed that abnormality. I 
do not know if that helps you. 

Sir Hugh Watson: That gives me an 
idea. 

4338. Chairman: Is yours a general 
hospital, or is it a maternity hospital? 
— —it is la maternity hospital. 

4339. Probably, the proportion of 
purely normal ones would be higher, 
both in domiciliary births and 'in the 
•hospital m general hospitals, would it? 
— * — Than in maternity hospitals? 

4340. Yes. Certainly, the lowest 

proportion of abnormal births, obviously, 
is in the domiciliary class, but I would 
have thought there was no 'great differ- 
ence between the maternity units in 
general hospitals, and purely maternity 
hospitals. 

4341. Allowing for the domiciliary 
ones, this rather suggests that something 
like two-thirds never have any abnor- 
mality, and something like, one-third 
have an abnormality either early on or 
late, to a greater or lesser degree. Is 

that la right conclusion? About half 

remain normal ; one-quarter are early 
bookings, on account of abnormality . . . 

4342. Yes, but since only about 60 per 
•cent of all births are hospital ones, 
probably about two-thirds of all births 

are normal? Yes. You are taking 

into account the domiciliaries. 

4343. Yes. Mr. Peel: May I just 

clarify one small point, and that is that 
the condition that you visualise of the 
normal obstetric patient being in contact 
with the general practitioner throughout 
the pregnancy, and then going into the 
hospital under the care of the consultant, 
does not frequently 'arise, because if a 
patient has elected to have a hospital 
birth privately, under a consultant, then 
the consultant looks 'after the patient 
throughout the pregnancy. If it is under 
the National Health Service, then they 
attend the ante-natal clinic of that parti- 
cular consultant, and are not merely in 
contact with the general practitioner. 
The only case where there would be a 
change of person is 'if what is thought 
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to be normal becomes abnormal at a 
later stage; then there is ia change oi 
person responsible. 

4344. Of the half of those who come 

to your hospital, who are completely 
normal from start to finish, most of them 
would not, in fact, require the care, at 
any stage of a full consultant? The 
delivery, for instance, would not require 
the attendance of the consulting gynae- 
cologist? Professor Claye : That is 

so, Sir. 

4345. Mr. Gunlake : Still on your 
paragraph (vii), you refer (to the question 
of full-time consultants and part-time 
consultants. This is a point on which 
we have had a good deal of evidence 
from other bodies. In the memorandum 
which was supplied to us by the Ministry 
of Health, which you may perhaps have 
seen, we are told that in the middle of 
1956 there were 73 whole-time consult- 
ants in your specialty, and 391 part-time 
consultants, who were doing an average 
of about 8 sessions a week each. Would 
you care to comment on that picture? 
Is that about right in your view— the 
proportion between whole-timers and 
part-timers, and the average number of 
sessions— or do you feel that some 

changes ought to be made? We have, 

of course, commented in paragraph (vii) 
about the desirability of consultants 
having a smaller number of sessions. 

4346. May I take up that point? The 

average is 8 sessions a week. Included 
in that there will be people doing very 
few, so there must, obviously, be a num- 
ber of people doing the maximum num- 
ber of sessions. I gather from what you 
say .that you feel there is too great a 
tendency for people to do too many 
sessions. Yes, that was our case, Sir. 

4347. Chairman : I was not absolutely 
clear on that. First of all, when you say 
that “ a hospital is better served by two 
or more consultants with fewer sessions 
than by perhaps only one consultant with 
a maximum number of sessions”, are 
you envisaging in the consultancy sphere 
something rather like a partnership in 

general practice? Nothing as close 

as that, Sir. 

4348. Not as close as that but, for 
instance, you rightly say that it is 
humanly impossible for one consultant 
to be constantly on duty day and night. 
In general practice there has been de- 
liberately fostered an encouragement to 



form partnerships so that the same man ; 
will not always be called out every 
night ; there is a sharing of these kind : 
of responsibilities. I was wondering 
whether you were envisaging anything 

of that nature in that sense. No, we ' 

were envisaging merely that where one ■' 
man was off, the other could do his work 
under a sort of gentlemen’s agreement. ‘ 

4349. That is rather the same sort of ' 
relationship. The second thing is that 
if the consultant has fewer sessions than ' 
the maximum because of (this, what are ■ 
you envisaging he does during the rest 1 

of his time — private .practice? That 

is the importance of the first paragraph, ; 
Sir. We hope that, if this alteration « 
were made, a man would get more 1 
private practice and (that would compen- \ 
sate him for his loss of sessions. 

4350. But he will Still be on duty for 
the same amount of .time looking after ■ 
■his patients, if he has the same number, 
whether they are private or public will * 

he not? Yes, but there will be more , 

of him, as it were. There will be two, 
for instance, instead of one, so that he 
will have ;a deputy when he goes off; 
whereas, at .the moment there are quite 
a number of places where there is only 
one consultant, and if he goes off there 
is no consultant. 

4351. Sir David Hughes Parry : I take 
it there are registrars, so there will be 
someone on duty for the normal type of 
case in a hospital, will (there not?-r~ 
Yes, but .a registrar is not a consultant, 
Sir. 

4352. But .the registrar will deal with 
anything except a real emergency, will 

he not? Yes, but surely the point 

about a consultant is thalt he has been 
appointed because he is capable of 
taking the .maximum, responsibility, and 
a man who. is tin a registrar post is not 
yet in that position. He has to refer 
difficulties to ithe person, who .is cap- 
able of taking responsibility, and that is 
■the consultant. 

4353. But if iit (is a straightforward 
ease, he may not have .to refer it to 

.the consultant? 'No. There are 

plenty of cases like that, of course.— 
Mr. Malkin: I think the worry,, 'is felt 
in a rather small town, with a population 
of 50,000, which is Itoo small to 
have more than one consultant, 
so if that consultant is away for 
holidays, illness, weekends, or some- 
thing like that, he has got to get some 
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cover from the nearest (town, which 
might be some distance away. Our view 
is that that is unsatisfactory, because of 
the possible emergency case. You could 
not encourage another consultant to 
come ; he could not gat a living as there 
is not enough hospital work, and he 
would not get enough remuneration if 
the sessions were divided down to four 
or so each. If it would _ be possible 
for each to do private practice to recoup 
on that, then we feel the hospital ser- 
vice would be better covered. 

4354. Chairman: Supposing there are 
two consultants, each doing hospital work 
in 50,000 population towns, ten miles 
apart, for nine sessions, and suppose 
they so work it that they cover one 
another by each doing, say, four or five 
sessions in each of the two hospitals. 

Does that help you at all? We 

thought it would. In practice it does 
not seem to have done so, because it 
has been tried. It means that one man 
would have to do all hiis obstetrics in 
one town, and the other man would have 
to do all his gynaecology away, because 
the distance might be too great to give 
adequate cover. It seems it is far more 
satisfactory to have two people inti- 
mately connected with one hospital, pro- 
vided they can make a living, than to 
have them separated by a good distance. 

4355. But they are still going to get 
the same number of patients in your 

town of 50,000 people? -Yes, but if 

there were more people able .to pay 
private fees, which we think there would 
be if the cost of private accommodation 
were less, then the remuneration would 
be more or less the same. 

4356. Mr. G unlake : Is there, in fact, 
any other way by which the number of 
sessions could be reduced, other than 
by a greater volume 'of private practice? 
It is about 'the only solution we have 

had. Professor Claye : Yes, we have 

not been able to think of one. — Mr. 
Lewis : The accent has been on the time 
the consultant is off duty. The position 
arises very frequently Ithaf he is busy 
doing a difficult operation on a case, 
and one of his obstetric cases starts to 
bleed. Under those circumstances, it is 
very useful, as we have found in London, 
where on the staffs of our hospitals we 
have several consultants, to be able to 
call in a colleague to cope with an 
emergency, while you are coping with 
another. 



4357. Chairman : I can see that part 

quite clearly. I have not quite seen how 
the problem of the 50,000 population 
hospital is going to be greatly relieved, 
because I do not see how it is going to 
be able to employ at a satisfactory total 
remuneration two people, if it can only 
employ one now, even if they decide to 
have half their remuneration each from 
the hospital, and make it up by charging 
fees for the other half of the same num- 
ber of births. Professor Claye: We 

visualise that if the charges for private 
beds were not so exorbitant there would 
be a much better demand. 

4358. Not more children bom? 

No. 

4359. Sir David Hughes Parry: We 

now come to paragraph (vial) on the diffi- 
culties encountered by members of the 
registrar grades. In the second sen- 
tence there you say “With the limited 
number of. consultant posts all regis- 
trars cannot hope to achieve consultant 
status. ...” What registrar have you 
particularly in mind there? Is that all 
grades of registrars? I am not quite 
certain. What I think we are visualis- 

ing there is promotion from senior 
registrar to consultant. 

4360. You say “ With the limited num- 
ber of consultant posts all registrars can- 
not hope to achieve consultant status. 
...” If that is so 1 , there will be some 
who obviously, for some reason or other, 
will not be consultants. What sugges- 
tion have you to make about them, as 

regards their remuneration? You 

know you are asking a very difficult one 
there, Sr. 

4361. It is one of the great problems 
that we have to face, and we are asking 

you to help us. Some of them, of 

course, go abroad, some of them take 
up academic posts, and I think some 
manage to get into some other branch. 
It is very difficult for them to get into 
general practice at that stage, as you 
know. It is much easier to' get into 
general practice with the absolute mini- 
mum of hospital experience. 

4362. We will come back to that in 
a moment. How would you react to 
the suggestion, which has been made to 
us, thalt a certain number of these people 
might be continued in salaried posts in 
hospitals for good, or until such time as 

ithey were appointed consultants? 

We are against a sub-consultant grade. 
Sir, in addition to what we already have. 
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There is the Senior Hospital Medical 
Officer, whom we were -led to suppose 
would be a temporary grade, but he 
is still persisting. We hajve already got 
one sub-consultant grade, and we do not 
want another. 

4363. How many people are really 
involved an this? What sort of number 

is it? 1 wonder if Mr. Lewis would 

answer that. He is the man who can 
speak about the figures for senior regis- 
trars. — Mr. Lewis'. It is extremely diffi- 
cult to say bow many are involved, but 
one can go by the number of applicants 
there are for various consultant posts 
which come up at the present time, and 
for an attractive post you can say there 
are between 30 and 50 applicants for 
each single appointment. 

4364. They will all be senior regis- 
trars? They will all be senior regis- 

trars, Sir. Some of them will be not 
completely fully trained, and they are 
trying to get known early ; others are 
well beyond the five years of senior 
registrar, which would be regarded as 
the sort of .time a man should do before 
he is fully trained, and some of them 
will have had just about the right amount 
of training. 

4365. They will be from, presumably, 

the second, third and fourth years? 

Yes, the second, third and on up to the 
sixth, seventh or eighth, perhaps. My 
present registrar is aged 36, and he quali- 
fied when he was 23. He is fully 
qualified. He has got every diploma, 
and he is among the 50 or so who have 
been putting in for .the jobs. He has 
been short-listed for three out of the last 
seven applications that he has made. 
That is the typical sort of set-up at the 
moment. 

4366. How many vacancies a year are 

there? From the Ministry figures we 

are told .that in 1963 and on for the next 
11 years, there will be roughly 20 ; at the 
moment it is a few less, say 15 a year, 
but it will go up to 20. It depends on 
the ages of the consultants who are 
actually consultants at the moment. 

4367. Chairman : I was just looking 
again at the evidence that you submitted 
•to the Wdllink Committee, which is 
attached to this memorandum. That 
seemed to me to show that there was not 
a very large difference between the 

number . . . Between the number 

that we are training and the number that 
we want? That is absolutely true. The 



difficulty is .this pool of 50 fully trained 
men, who are now ready .to go .into an 
appointment. 

4368. And I think you say you expect 

normally to have about 20 vacancies in 
consultancy a year. Yes. 

4369. The mere fact that 50 people 
apply for one job, does not necessarily 
make it very bad. It depends how often 
a job comes up, but you say it comes 

up about 20 times a year? Yes. If 

nil those who were now ready to go into 
consultant posts, 'and had done five years 
and onwards, got consultant posts, the 
position would be solved. 

Sir David Hughes Parry: Would it? 
On page 914 it says that there are 36 
in training, for whom .there are only 
•going to be 20 posts. 

4370. Chairman : You get a wastage, 

do you not? That becomes less if you 

follow 'on. We suggest that there should 
be 25 in the first year, .and for 'each sub- 
sequent year. 

4371. I was not even sure about that, 

You are suggesting that each one will 
do five years? Yes. 

4372. But none of them, will get a 

consultancy until they have done five 
years? That is the average. 

4373. Not the average, but each one? 
Yes. 

4374. Sir David Hughes Parry: I do 
not think there are any further questions 
on the senior registrar, so I .am going 
■to ask a question on the junior registrar. 

Mr. Malkin: Could I just mention 

one point? You were asking how we 
were proposing to deal with these senior 
registrars. It does follow on that, if it 
were possible to 'have more consultants 
by having a continuation or extension of 
private practice, it would obviously be 
possible to absorb quite a number of the 
present senior registrars. 

4375. Chairman: In this evidence to 
the Wilink Committee, you said that 
the total number of consultants and 
S.H.MjO.s was 580, and ifjhat when you 
had 90 per cent, of births in hospital 
you then thought a total number of 600 

consultants would be needed. Yes, 

Sir, and I think that is based on maxi- 
mum part-time. That is not based on 
sessions.— — Mr. Peel: lit as rather based 
on the situation as it is at present. If 
the situation changed, and there were 
more , consultants doing less sessions, then 
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*here would be a larger number of con- 
sultants required.— -Mr. Lewis: Are 

you concerned with the jump from 580 
to 600? 



4376. No. I was meaning itfbat it is 
not really a very large jump. I know the 

580 includes the S.H.M.O.s. Yes, Sir, 

and [that jump included the required in- 
creases in establishment, which the 
various Governors’ Boards and Regional 
Boards said they required. 



■ 4377. The total number was 580 in 

1955, and is now how much? We 

have’ no further figures.— Mr. Malkin : 
Those are based on present conditions, 
of course. 



4378. Sir David Hughes Parry: May 
We take the position of the registrars, 
without the word “ senior ” before 
them? How many do you propose that 
there should 'be? You suggest on page 
916, I think, 'that there should ibe 240. 
Is that right?— — Mr. Lewis: A total 
number of 240. They are appointed for 
two years, so it would be half that num- 
ber appointed each year. 

4379. And you envisage that 120 of 
them would become senior registrars. 
What would happen to the other 120? 

I am concerned with them. We 

thought that in the gradual training of 
an obstetrician there would be a point 
in 'his career when he could either go 
on or turn back, 'and we thought that 
that point was between registrar and 
senior registrar. We [thought it was fair 
to train a man for two years, and at 
the end of that time to itell him that he 
was unsuitable, and that he would have 
to go in for another branch of medicine. 

4380. Chairman : We have, in fact, to 
■visualise promotion for only one in five 

of your registrars? Yes. There are 

125 registrars appointed each year for 
two years, at the end of which time of 
those 125 only 25 each year will become 
senior registrars: So one in five of the 
registrars will become senior registrars, 
and the other four have to> do something 
else. Perhaps they go into general 
practice and do obstetrics in general 
practice. They will be well qualified to 
do so. 

4381. Chairman: Do you anticipate 
or find at present that there is much 
difficulty about four out of five, for in- 
stance, of your registrars getting back 



into general practice then? -Not at 

that stage, Sir, no. 

Chairman: At that stage transfer is 
reasonably easy? 

4382. Sir David Hughes Parry : It is 
probably easier in this specialty than in 

some others? 1 would say that it was 

probably easiest for a man doing general 
medicine to go into general practice from 
'the registrar level. But I do not think 
it is very difficult for a man doing 
obstetrics. 

4383. I had an impression that a 
general pradtioner was more ready to 
have a partner who had some, qualifica- 
tions here, with a view to relieving the 
older partner. — - — From his obstetrics? 

4384. Yes. Yes, I think that is 

true. 

. 4385. Chairman: You would like the 
senior registrar, then, 'to have been quite 
carefully selected, ito have been through 
a careful process of selection at the 
transition fnom registrar to senior 
registrar, and some selection when he be- 
came a consultant? You do not want 
a guarantee that the senior registrar will 
be a consultant? You want to retain the 
competitive element, but yon want him 
to have :a very good chance? Is that 

right? -That is so, Sr. I think that 

■the selection is at the appointment to 
senior registrar. We have suggested the 
training of 25 senior registrars for. 20 
consultant posts. We do not consider 
that the 5 or so, who do not get con- 
sultant posits, will go into general 
practice. We think that, perhaps, they 
will go abroad or do obstetrics some- 
where else. 

4386. You would stil expect, I 

suppose, that some of them would have 
to wait a bit longer? Yes. 

4387. There will always be some over- 
lap. Do you envisage some measure of 
security for senior registrars in the way 
of being pot on the establishment at 
approved rates of salary, where, they are 

what you might call time-expired? ■ 

I think (that is so, Sir, so long as we. are 
not faced with having in our hospitals 
men who are of consultant status , who 
are permanently paid at senior registrar 
level, which is what we are very much 
against. 

4388. By consultant stains you mean 

taking the full ultimate responsibility, do 
you? 1 mean a man fully trained in 
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a junior position. That is, « do not 
wit permanent senior re gistoars 5 in^our 
hosoitals as a permanemt thing. 1 twnK 
"were allowed to prolong a mans 
appointment for, say one i or two years 
ovi the average time, the five years, 
that would help. 

4389. Sir David Hughes Parry : But it 
would not absorb all: some . would 

turned away? We try to fix uua 

figure of 25 y bedng trained each year to 
absorb all. If we felt that was too many 
we might have to say 22 or 23. That 
was our aim in arriving at this figure rtwe 
felt ai ought to be absorbed m some 
way. 

4390 You do make the suggestion on 
page 912, that they be given part-time 
employment in the hospital service as 
clinical assistants. That is a 

measure? These are the two-year 

registrars, I think. 

4391 These are the two-year 

registrars -They go into general 

■ See, Four out of five go in, and 
i because ffiey have done these two years 
f might perhaps be given some obstetric 
appointment in a general practitioner 
unit or even in a hospital.— Mr. Peel. 
We think that this certain percentage or 
these men who have done a period as a 
registrar would be very suitable people to 
be general practitioner obstetricians. 11 
given appointments as clinical assistants 
in some of the hospitals, not necessarily 
the big regional hospitals but certainly 
in general practitioner hospitals and pro- 
vincial hospitals, they might well contri- 
bute towards reducing the total number 
of registrars required and help to relieve 
the situation. 



There is one other point I want to 
make in regard to the registrar particu- 
larly apropos our being a Common- 
wealth College : there are a considerable 
number of registrar posts which are 
filled by men from overseas at the present 
time. In fact they are a very important 
contribution to maintaining the number 
of registrars because the registrar post 
in our subject in many hospitals through- 
out the country is becoming an un- 
attractive one and it is very difficult to 
get men to apply for registrar posts. 

4392. chairman-. Is there a difference 
in. this respect between teaching and 

peripheral hospitals? 1 think that is 

so, yes. 



4393 Have you any suggestions about 
how to make .those equally attractive? 

_I think the only way you can ever 

make it attractive is fey making at no 
longer a dead end job. If becoming a 
registrar for two years means at the end 
of that itime there is nothing for him to 
do .in that particular field, it is no longer 
an attractive post ; and if such a mat 
could go into general practice with a 
good experience of obstetrics and feel 
that he can make a useful contribution, 
it would be an outlet for a considerable 
number of registrars. 

4394. It was put to us that very often 
the experience .that you got in a peri- 
pheral hospital in this country was 
perhaps better than in a teaching 
hospital, was of 'a more general nature; 
the registrar was more apt to take 

decisions himself? Yes, I .think there 

is more practical experience with less 
controlled .training if I can put it that 
way. 

4395. I was thinking in .terms of be- 
coming a general pnabti'tioner to a regis- 
trar who remained a registrar with a 
view to becoming one of your four out 

of five. Yes, it is a very excellent 

training for him. 

4396. At the same time it is difficult 

to get these registrar appointments filled 
in the non-teaching hospitals on the peri- 
phery? That is so, yes. 

4397. There is no difficulty in the big 
teaching hospitals? — —That is so, yes. 

Sir David Hughes Parry : Your para- 
graph (x); I think we know now the 
great importance which you attach to 
private consulting practice as an incen- 
tive and really for the good both Pf the 
National Health Service and of the con- 
sultant himself. I think we have that 
point. I do not know that we need 
pursue it any further. Then the com- 
parative treatment for income tax pur- 
poses, that again I think we have fully 
gone into with other bodies. 



4398. Chairman: This fee of seven 
guineas to which you refer in paragraph 
(xiii) Professor Claye, that can cover a 
rather wide range of attention, can it. 
Professor Claye : Yes, Sir. 

4399. The seven guineas can be earned 

for rather little or a great deal?. Yes, 

it is the normal fee for a patient who 
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books a general practitioner and goes 
right through. 



4400 But the work required to earn 
the fee varies in extent?— It may or 
may not very much. As you know, the 
Ministry lay down a certain minimum of 
attention which is very much below what 
is the optimum. A man may do very 
jitfle for bis fee or he may, if he is a 
conscientious man or if the patient turns 
out to have trouble of one kind or 
another, get a very great deal more. 



4401. This may be affected by the 
nature of the case? ■ Yes, Sir. 

4402. But it may also be affected by 
the inclinations of the doctor? That 
is the point. 



4403 To the extent that it is the latter, 
would you feel it rather encourages the 
doctor with an overloaded list to do less? 
Certainly it does not discourage him. 



4404 Have you any suggestions about 
that particular point? Would you like 
to comment further on it?-— I do nOL 
think I would, Sir. This is really a 
purely general practitioner point. I do 
not think it is up to us to comment on it. 



but I think you make none yourself? 
Professor Claye : Yes. The Chair- 
man, Sir, at the beginning I think 
said if we wished to modify our 
opinion at all we could do so 
and I think that we have been 
unnecessarily lukewarm in our remarks 
about the merit award system. I think 
we do all want it. I myself have been 
a member of the Merit Awards Commit- 
tee for the last few years. I cannot 
myself imagine any fairer way of recog- 
nising merit than this award. It is done 
with tremendous care and I cannot 
visualise a better way of doing it. 

4407. Yesterday the Surgeons empha- 

sised the fact that it was really a method 
of securing differences in remuneration. 
I .notice in the way you present it today 
you indicate that it is a method of recog- 
nising merit. Surely .it can do both, 

can it not, Sir? 

4408. I do not know. 1 would have 

■thought so. 

4409. One wonders you see. It really 

was decided as a method of pieserving 
differences in remuneration that was 
earned before 1948, was it not? Yes. 



4405. We are always looking for 
opportunities for seeing how to reward 
good doctoring in general practice rather 
than simply taking the capitation fee 
method. I wondered whether you had 
anything to suggest on that at all? 

I do not think I have anything to say.— 
Mr Peel : The only thing one might say 
in general, Sir, would be that in general 
practice, going back to this same old 
question that only a limited number ot 
general practitioners really want to do 
obstetrics and are experienced to do it ; 
we feel the better paid they are for that 
service the more they will be able to 
reduce their other commitments and the 
better service they will give in obstetrics 
to their patients. That is the general 
belief and I think it would be true. It 
better rewarded for that particular ser- 
vice they could cut off some of their 
other commitments with regard to capi- 
tation fees and the public would get 
better service from t'he doctor foi 
obstetrics. 

4406. Sir David Hughes Parry : I see 
what you say on the question of merit 
awards and the method of allotting 
them. We are aware of the criticisms, 



4410. That was the Object of it, was 
it not?— —Yes. 

4411. One wonders whether the word 
“ m erit ” or " distinction ” is not a part 
of the trouble in the minds of those who 
are critical of the awards and the 
method of awarding. Any observations 

on that? 1 am not quite sure what 

you are getting at, Sir. 

4412. I am sorry. You see the Person 
who gets a merit award gets a better 
form of remuneration, does he not. is 
it a question of paying a bigger salary 
or remuneration, or is it really a question 
of giving a merit award as such ! 

Chairman: You see, there are many 
more consultants now than there were 
at the beginning of the service. Of all 
specialties taken together 
number of people who get a merit award 
are far more than envisaged by Piotes 
SOT Bradford Hill who made his mvesti- 
aation of consultants’ earnings at the be- 
linning. It may be that the percentage 
If one-third at any one time of all con- 
sultants being meritorious may - not be 
just the right conception. On the other 
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hand it may be right, that one-third of 
all consultants should at all times be 
getting rather more than the basic con- 
sultant amount as a means of increasing 
their payment. I think that is putting it 

another way. Mr. Malkin : Would 

not that imply, Sir, if it were just a means 
of remuneration that it would be auto- 
matic, giving security, whereas at the 
moment it is not? It is obvious security 
must be taken into consideration. I take 
it we would not have somebody on the 
top grade. There must be the additional 
standing for them, to recognise the work 
they have done ; so I would say it was 
rightly called a merit award. 

4413. But Mr. Malkin it is given to 
one-third of all consultants now what- 
ever the number of consultants may be. 

That is right? Yes, but .then the 

standard of merit necessary must vary 
in an increased number of consultants. 
7 — Mr. Peel : Then surely the fact there 
are three grades of merit awards makes 
it rather more sense, does it not? At 
first sight one-third does seem a high per- 
centage, but the fact there are three 
different grades of merit award, the 
lowest of which is not very different — I 
think only about a 20 per cent, addition 
to salary — makes more sense of the 
system. Essentially surely it is a method 
of maintaining the differential amongst 
consultants so that outstanding work and 
merit may receive additional remunera- 
tion and additional remuneration not 
merely to go on with but to provide 
security for a particular position. 

4414. Sir Hugh Watson : Would you 
say, Professor Olaye, so far as you know 
that the principles iby which the alloca- 
tion of these awards is governed are well 
known to all the people who are eligible 

for them? Professor Claye : It has 

been well publicised in the British 
Medical Journal. 

4415. Yes, but we had Lord Moran 
before us who told us how he did it. 
In his own.' mind he was quite satisfied 
that he and his committee had done 
everything that was possible to make 
sure that the claim of every consultant 
who was eligible for a merit award was 
considered and every consultant knew 
that. I gather you are one of Lord 
Moran’s colleagues. Would you agree 

that is the position? Yes. I think 

there is very little excuse for any con- 
sultant not knowing .that. 



4416. Chairman : Professor Claye, ia 
your memorandum, to the Wifimk Com- 
rnittee, you said : 

“ In accordance with the opinion of 
the Council of the College that the 
posts at present filled by .S.H.iM.O.s 
should in fact be filled by consultants, 
the two appointments have been con- 
sidered together.” 

In fact, in .the total there are about, in \ 
round figures, 7,000 consultants and . 
2,600 SjHjM.O.s at present — not gynae- 
eulogists— iin the total range of special- 
ists. Now if your recommendation to the 
Willink Committee applied throughout 
that would add 2,600 people to the total 1 
consultant establishment. Would you 
think that made 900 more people, one- 
third of that number, deserving of merit 1 

awards? Mr. Malkin: That was only 

recommended iin respect of our specialty, 

4417. You are only dealing with your 

own specialty? Professor Claye: On 

the face of it I think the answer to your 
question is no, Sir. 

4418. It would need some modification 

to take account of it? Yes. 

4419. Sir David Hughes Parry: That 
is all I have to ask, Sir, I think. Is 
there anything further you would like to 
add? Would you like to raise any matter 

I have not raised? Mr. Peel: There 

is just one that occurs to me, going 'back 
to the very first page of our memoran- 
dum and I think your very first question, 
dealing with the amount of emergency 
work. I think one might express it in 
this way, that in some specialties the 
rate of emergency work is very lotw, but 
in obstetrics the birth of babies either 
normal or abnormal is evenly distributed 
round the 24 hours of the clock. There- 
fore inevitably there must be a great deal 
more night work and emergency work 
in obstetrics than practically anything 
else except perhaps emergency surgery. 
That was the point we wanted to empha- 
sise I think so far as the remuneration 
side was concerned. We did feel there 
should be some method of recognising 
emergency work for those who practise 
in obstetrics. 

4420. Does that mean a difference in 
remuneration for consultants?— — No, 
merely a recognition, of the kind of 
emergency work dome by that .particular 
individual . — Professor Claye: If I may 
say so, Sir, when the consultant makes 
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out the work he does for his contrast 
he is supposed to include a figure for his 
emergency work. This paragraph I be- 
lieve applies solely to general practi- 
tioners. The consultant in imaking out 
his figures should allow for an, amount of 
emergency work he is likely to 'get. 

4421. Sir Hugh Watson : Making out 

what figures? -When we originally 

got our contract we were required to 
estimate the (times we put in on the 
various pants of our work. — Mr Peel : I 
think we were meaning it as a continua- 
tion of that principle, that some recogni- 
tion should be made. 

4422. Chairman : There is just one 
point I would like to take arising out of 
that. Professor Claye. It is on the ques- 
tion of what you might call constructive 
work because I would suppose that in 
this field there is much scope for the 
general practitioner or the consultant to 
do a good deal of educational work in 
clinics— in the “Well Baby Clinics”— 
not a very euphonious term. If it is 
done iby a whole-time consultant that is 
in part of his contract, but if done by 
the general practitioner presumably at 
the expense of some patients on his 
books. Have you any views as to the 

extent of this? Professor Claye: I do 

not think we are well informed about the 
position of general practitioners with re- 
gard to that, Sir. 

4423. Do you think there is scope? 
There is certainly scope. 

4424. Do you think it should be 

encouraged? Yes. 

4425. Is that one of the things that 

among general practitioners really should 
in some way be recognised as good, doc- 
toring, to get a reward? The word 

"merit” is getting a connotation — good 
doctoring, yes. 

4426. Because we are anxious to find 
ways of helping good doctoring that is 
not solely related to the number of 

heads. 1 certainly think that sort of 

work should be encouraged. 

4427. Sir Hugh Watson : It was 

suggested to us the ideal doctor would 
be the one with a full list and an empty 
surgery. Yes, Sir. 



4428. Chairman : I do not think we 
have any more questions. You have 
made some comments in your last para- 
graph that are rather parallel to some 
that others have made and have a bear- 
ing on the Coleraine Committee, and it 
is for that reason we have discussed it 
with others. I do not think we need to 

question you further on that. Mr. 

Lewis: This question of our increasing 
the time required for our diploma of 
Membership of the College: it was 
suggested by increasing it from three to 
five years we might increase the cost of 
training a man. In fact, that would not 
be so because if at the moment he took 
it after three years, he would take it 
during his second year as senior regis- 
trar. By increasing it by two years, he 
would take it in his fourth year as senior 
registrar. He wouJld not be eligible to be 
a consultant until the fifth year. So 
merely giving him a diploma at a later 
stage would not alter the duration of his 
training or the cost of it. It would be 
merely giving his diploma at a later 
stage. 

4429. Sir David Hughes Parry : Part of 

the training, indeed most of the training, 
is practical, but there are some lectures 
and courses, are there? Yes, Sir. 

4430. And study and reading? And 

at one stage of his career he has to take 
his diploma. 

4431. But the study, presumably he 
pays fees for the lectures, does he? — * — 
If he attends a course ; he does not have 
to attend a course. — Mr. Malkin : Usually 
just one course. 

4432. It is lengthening the period of 

practical training? Yes. The diploma 

would be the same. It would be the 
length of practical training. 

4433. I should have thought also there 
was a parallel course which also would 

be lengthened? No. He is working 

all the time. — Professor Claye : Mr. 

Lewis mentioned five years. As we are 
being reported I would like to make it 
quite clear there is no question of our 
increasing, the time of training to five 
years at present. 

4434. Chairman: We were talking 

rather in terms of your evidence to the 
Willink Committee three years ago. That 
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was really what gave rise to this. Was 
that evidence public, do you know. I 
imagine it was. 1 think it was, Sir. 

4435. You keep on talking about 

“ his ” and “ him ”. Just as a matter of 
interest— I do not think you told us any- 
where— is this branch of the profession 
one which has a particular attraction tor 
women more than men? M is. 

4436. What proportion of the Fellows 

of your College are women? 1 ougm 



to be able to answer that but I cannot. 
I am afraid X do not know. If you 
would like the figures we can certainly 
get them without any difficulty. 

4437. I asked rather as a matter of 
interest than anything else. I think if 
you have no other points to raise that 
concludes the session. Thank you very 
much. It has been a very interesting 
and a very useful session.— Thank you, 
Sir. 



(The witnesses withdrew ) 
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TAKEN BEFORE THE 

Royal Commission on 
Doctors’ and Dentists’ Remuneration 

EIGHTEENTH DAY 

Thursday, 8th May, 1958 

Present: 

Sir Harry Pilkington 0 Chairman ) 

Mr. A. D. Bonham-Carter, T.D. Sir David Hughes Parry, Q.C. 

Mr. J- H. Gunlake, C.B.E., F.I.A., Sir Hugh Watson, D.K.S. 

F.S.S. 

Mr. W. A. Fuller, D.S.C. {Secretary) 

Mr. J. B. Hume {Assistant Secretary ) 

Explanatory Note by the Royal Commission 

The following list of topics was drawn up by the Royal Commission and issued, 
along with an invitation to submit evidence, to all representative medical 
organisations : — 

(i) The quality and quantity of recruits (a) offering themselves and (b) accepted 

for training as medical students. 

(ii) The quantity and quality of newly qualified doctors. 

(iii) Wastage of men and women during training and in the first few years after 
qualification with any remarks on incidence and causation. 

(dv) The cosit and duration of training and the extent to which the cost is or 
should be met from grants (including both the adequacy of the grants 
and the proportion of students receiving them). 

(v) The position and prospects of a newly qualified doctor. 

(vi) Any trend too excessive resort too certain branches of the profession at the 
cost of others. 

(vii) The relative advantages and disadvantages, financial and otherwise, of 
service as : — 

{a) a principal in single-handed general practice, 

{b) a partner in general practice, 

(c) a whole-time consultant in the National Health Service, 

{d) a part-time consultant with the maximum number of sessions, 

(e) a part-time consultant with only a few sessions, 

(/) a Senior Hospital Medical Officer, 

(g) a doctor in any other sort of practice or employment. 

(viii) The difficulties encountered by member of the registrar grades. 

(ix) The difficulties of entering general practice, with special reference to the 
position and prospects, financial and otherwise, of assistants. 

31066 '■ : au r.r:i A 2 
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(x) The importance of private consulting practice as an incentive to entering 
the consultant branch of medicine. 

fxil Expenses in general practice, how far they vary above and below the 
( averageand how far laments, e.g. towards capital, have to be made which 
are not allowable as expenses for Income Tax purposes. 

(xii) Comparative treatment for Income Tax purposes and in rektion to expenses 
' tf Xle-time and part-time consultants in the National Health Service, 
(xiii) Any anomalies in the methods of payment of any branch of the profes- 
sion, e.g. maldistribution as opposed to wrong total volume. 

(xiv) Comments on the present system of calculating and distributing general 
practitioners’ remuneration through a central pool, 
fxvl General comments on the system of merit awards and the method of 
allot ti ng them, with any suggestions for an alternative system. 

(xvi) Particulars of financial stringency suffered by any classes of doctors 
illustrated by personal budgets of practitioners. 

(xvii) Special considerations of which account ought to be taken in discussions 
of medical remuneration. 

(xviii) Specific proposals for medical remuneration. 

(xix) The practicability of the profession establishing a fixed scale of payments 
for assistants in general practice. 

(xx) Proposals for specific machinery or procedures to be established for dealing 
with future discussions of medical remuneration. 

(xxi) Any factors other than remuneration which are affecting the contentment 
of general practitioners. 



THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 

Memorandum of evidence submitted by the Society of Medical Officers of Health 
to the Royal Commission on Doctors’ and Dentists’ Remuneration. 

1 This evidence is submitted as the result of a direct request contained in a letter I 
dated 11th June, 1957, from the Secretary of the Royal Commission on Doctors’ . 
and Dentists’ Remuneration ; a request which the Society feels it is its -bounden duty I 
to comply with, although it must he dearly understood that it is a scientific body and i 
not itself directly concerned with terms and conditions of service of its members. 
The Society is, of course, very conscious of the fact that a stage may be reached in j 
any group of persons when the absence of financial incentive may seriously affect 
recruitment to and the efficiency of the particular service. 

2. The Society of Medical Officers of Health was founded ill 1856. The member- 
ship was originally restricted to medical officers of health, but the constitution was 
widened over the years so that it now includes public health medical and dental 
officers in the employ of local authorities, in the Ministries of Health, Education, 
Housing and Local Government, Labour and National Service, Pensions and National 
Insurance, in hospitals, universities, laboratories, the Armed Forces, and Her 
Majesty’s Overseas Civil Service. 

3. The membership -of the Society is now over 2,300 of which two fifths are deputy 
medical officers of health, senior medical officers and medical officers employed in 
departments, just under one quarter medical officers of health, one tenth retired, i 
about one sixteenth medical officers belonging to the hospital service, including chest 
physicians, and roughly the same proportion of dental officers ; the balance com- I 
prising civil service medical officers (including those in the public health laboratory 
service), members of the Forces and those serving overseas, those engaged in academic , ' 
duties, and others. 



| 
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4. The latest available figure for public health medical officers in the United 
Kingdom, exclusive of Northern Ireland, is 2,490. 

5. The Society, therefore, being the largest representative body of public health 
medical and dental officers in the United Kingdom, is well able to speak for the 
profession on matters connected with the work of those branches of medicine and 
dentistry. 

6. Since the British Dental Association is a negotiating body and giving evidence 
in connexion with dental officers, it has been thought advisable to reserve comments 
chiefly to medical officers rather than to impinge on ithe dental side. 

7. There is a general agreement with the observation contained in the letter from 
the Commission of 1 lth June inviting the Society’s views that the majority of the 
topics included in the list accompanying the letter in question are outside the 
specialised field of interests of public health medical officers. Bor this reason, it is 
proposed to offer comments on a proportion only of the topics referred to in the 
preceding sentence. 

8. (v) “ The position and prospects of a newly qualified-doctor.’’ 

Though a career in the public health service has its very real satisfactions, these 
differ in a nature from those of the doctor engaged in curative medicine. In place 
of the traditional personal doctor-patient relationship, he is, for much o-f his time 
concerned with the community, rather than with .the individual. Since his under- 
graduate training has laid its greatest stress on individual relationships in curative 
work, the young doctor who enters public health must have a special interest 
amounting to a definite sense of vocation. 

9. The medical officer of health is the only doctor who is by statute required to 
hold a higher degree or diploma. It follows that every doctor who intends to make 
a career in public health will have to obtain a diploma in public health or its 
equivalent as early in 'his career as possible, in addition to any other non-statutory 
higher qualifications which may be of value to him. But while the doctor in clinical 
practice who is seeking non-statutory higher qualifications can proceed to them while 
he is aotually working in a whole-time appointment at an appropriate salary, the 
doctor in the public health service, seeking the statutory D.P.H., has raTely such 
opportunity. He is commonly required to undertake a whole-time course lasting 
for a full academic year and it is most exceptional for an employing authority to 
pay even a token salary to an officer while he is taking such a course. In a limited 
number of centres it is possible for a doctor to take a part-time course for the 
D.P.H. and to do part-time salaried work, but in such cases the period of the course 
will be proportionately extended beyond one academic, year, while the remuneration 
for the part-time work is unlikely to exceed about £600 per annum and will not be 
adequate ,to maintain a doctor who, being several years qualified, is likelv to be 
married and to have a family. 

10. The rates of remuneration for members of the public health medical service 
are, in many cases, so inferior that some posts are advertised again and again over 
long periods without attracting suitable applicants. 

The following table compares the rates of salaries in 1950 and 1957 for public 
health medical officers. 



Rates of salary* 
Industrial Court Award, 
1950 

Medical officers employed in £850 to £1,150 by £50 
departments 

Senior medical officers £1,250 to £1,650 by £50 



M.D.C. No. 27 f 



1956 ' 



£1,050 by £50 to £1,200 
by £55 to £1,475. 
£1,520 by £50 to £1,570 
by £55 to £1,955. 



i Court (2285) Public Health Service, 8th December, 1950. 

htnn,. E iq t vl 0lmCI for tile Health Services (Great Britain). Medical Council: Committee C. 
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Medical officers of health. 

Local authority population not 
exceeding 



Minimum of salary scale 
Between 



75.000 

100.000 



£1,450— £1,650 

4 increments of £50 
£1,550— £1,850 

5 increments of £50 



150.000 

250.000 

400.000 



£1,750— £2,050 
5 increments of £50 



600,000 
Over 600,000 



£1,950 — £2,250 
2 increments of £100 
1 increment of £50 
£2,200— £2,500 

2 increments of £100 
1 increment of £50 

£2,300— £2,700 

3 increments of £100 

At discretion 



£1,740— £1,955 
4 by £55 increments 
£1,850— £2,175 
by £55 & 1 by £50 
increments 
£2,070— £2,395 
. by £55 & 1 by £50 
increments 
£2,290— £2,605 
; by £105 & 1 by £55 
increments 
£2,500— £2,865 
1 by £105 & 1 by £55 
increments 
£2,655— £3,075 
3 by £105 increments 
At discretion 



In comparing salaries of doctors in the public health service ,°*f e 
it is important to consider not only the average maximum salar ^ ^ 

a doctor entering the service has of reaching a salary of, say, £2,000 per annum. 



In evidence given to the Industrial Court in 1950, it w shown rthal 90 p^r 
cent of public health service doctors received incomes of less than £Z,OUO , on me 
other hand approximate percentages were in the order of 42 for general practi- 
tioners, 45 for senior hospital medical staff and 55 for industrial medical officers. 

Minor cost of living adjustments since that date will have reduced the figure of 
90 per cent nearer to 85 per cent but they have not substantially affected das ratio, 
On toe other hand, there have been general increases in other branches of *e profes- 
sion ; but the relationship shown by the 1950 figures remains essentially the same. 



11. (vi) "Trend to excessive resort to certain branches of the profession at cost 
of others". 

The financial and other attractions of the clinical side of the medical (and dental 
profession result in the large proportion of young doctors and dentists opting for 
die hospital service or private practice. A consultant post m which the holder may 
aualifv for a merit award, with, perhaps, 9/ 11th contract with a Regional Hospital 
Board or Board of Governors, is manifestly a great attraction to a young man. 



12 The fact that substantial allowances in relation to moomentax for expenses of 
part-time consultants and general practitioners are obtainable under Schedule u, 
makes their financial conditions much more attractive than those of public beam 
medical officers under Schedule E. 



13 The yery real difficulty experienced at the present time in recruiting anything ; 
like enough, in quality as well as in quantity, of public health medical officers under ■ 
the existing unfavourable conditions of salary, promotion, etc., is exercising a pro- j 
found effect in the preventive field at a critical time. The results of hard campaigns i 
against tuberculosis and the acute infectious fevers are bearing fruit, and much is ' 
waiting to be done to improve domiciliary service to the handicapped and the o a j 



waiting lu UC UUUC tV nuyiVY V uviUAVuimj uwa. , v “~ , I 

and in the prevention and cure of mental breakdown responsible for falling 'Many . 
half the number of hospital beds available for all purposes under the National 
Health Service. 
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14 . (xii) " Comparative treatment for Income-Tax purposes, etc.” 

The Society does not propose to offer any comments on this topic at this juncture. 
Nevertheless, it is particularly interested in securing an increase in the number of 
appointments of public health medical officers as consultants in preventive medicine 
to hospitals, which although not affecting many officers in the field of social and 
preventive medicine at the present, is, the Society hopes, likely to do so in the near 
future. Reference has been made earlier to the discrimination affecting public health 
medical officers on the subject of income-tax allowances, expenses of membership 
of learned societies, and so on. 

15. (xv) General comments on the system of merit awards and the method of 

allotting them with any suggestions for an alternative system.” 

The Society does not wish to comment on the system except to say that whatever 
system is used for the recognition of merit or distinction should be applicable to 
all branches of medicine including preventive medicine. At present there are no 
medical officers of health receiving salaries equal to those of consultants with the 
top award. 

16. (xvi) ‘‘Particulars of financial stringency suffered by any classes of doctors 

illustrated by personal budgets * of practitioners.” 

The present scales of salaries for assistant public health medical and dental officers 
and for many medical officers who have dependents to care for result in these officers 
having to accept a lower standard of living for their families and themselves than 
it is right to expect of professional people who have spent at least eight years in 
qualifying and obtaining a diploma in public health and, possibly, in acquiring other 
higher medical qualifications and a diploma in child health, industrial health, 
bacteriology, etc. 

17. (xx) “Proposals for specific machinery or procedure to be established for 

dealing with future discussions of medical remuneration ” 

The salaries of public health medical and dental officers should not be related in 
any way to those of non-medical officers employed by local authorities. 

18. The Society claims that its members, as members also of the medical profes- 
sion, should have the same right of direct negotiation and appeal to arbitration 
without restrictions, which should be enjoyed by all members of the medical 
profession. 

19. As was stated in the opening paragraphs of this submission, the Society is a 
purely scientific body, and, therefore, not designed for direct negotiation on financial 
matters. 

20. The Society desires to emphasise very strongly that the findings of the industrial 
courts have been arrived at entirely in relation to salaries paid to the lay officers of 
local authorities. It is a matter of deep concern to the Society that the claim of 
doctors in the public health service to be treated as members of the medical profes- 
sion and to be paid on 'that basis has been, up to the present, completely ignored. 

21. Members of the public health service are at a special disadvantage with regard 
to superannuation benefits. Non-medical local government officers commonly join 
at a much younger_age than is possible for medical officers. The former make small 
superannuation contributions for their earlier years, yet their pensions may be greater 
than those of medical officers. The payment of additional contributions for added 
years, which nearly all public health medical officers have ito consider in order to 
increase the amount of their pensions, is a particular hardship. 

A case may be cited of a medical officer of health who must contribute £250 
a year in order to obtain the advantage of five added years. 



* See appendix. 

31066 A 3 



Printed image digitised by the University of Southampton Library Digitisation Unit 



944 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



! 



22. Lastly, the Society feels very strongly that medical officers of health should 
be regarded as consultants in social and preventive medicine (as recommended by 
the Guillebaud Committee* and supported by the Central Consultants and Specialists ! 
Committee and Council of the British Medical Association) ; and it is only just that 
their remuneration should be related to that of consultants in curative medicine. 
Medical officers in the public health service, whether medical officers of health or 
engaged in some special branch of preventive medicine (e.g., in maternity and child 
welfare or as school medical officers) should receive increased remuneration com- 
mensurate with higher responsibilities or distinction. 

The salaries of medical officers of health should not be less than the minimum I 
salaries of consultants and the ceiling should not be less 'than the maximum salaries 5 
of consultants inclusive of merit awards. 1 



Selwyn Selwyn-Clarke, 

Secretary. j 

The Society of Medical Officers of Health. j 

Tavistock House South, 

Tavistock Square, * 

London, W.C.l. I 

24 th October, 1957. 



C. Metcalfe Brown, 
Chairman of Council. 



H. D. Chalke, 

Chairman of Executive Committee. 



paras. 714 and 715. 



* ?' 7 M t an°rt f Committee of Inquiry into the cost of the National Health Service (Cmd. 9663) 
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THE SOCIETY OF MEDICAL OFFICERS OF HEALTH 
“forough 1 ' 3 ' 56 28 - 2 ' 57 - Medkal OSicer *- County Council and part-time M.O. 



Income: 

Gross salary 

Family allowances 

(8s. for part of year & 18s. for part of year) 

Testamentary gift 

Legacy (part) 



£ s. d. £ s . d. 

1,531 19 9 

30 6 0 
113 2 2 
401 0 0 



Deductions: 

Superannuation 

N.H.I 

Income Tax 



£2,076 7 Ilf 

91 18 4 
17 11 0 
237 10 0 



Net salary, etc 

Expenditure: 

Housekeeping 

Housing: 

House purchase p o licy 
Rates (including water rate) 
Schedule “ A ” Tax 

Insurance 

Education policies (2) 
Repairs and replacements . . . 
Furniture and furnishings ... 



Car: 

Tax 

Insurance 

Repairs 

Car hire purchase 
Petrol and oil ... 



Fuel and light 

Telephone 

Holidays ’ 

Subscriptions to learned societies, etc. 
Personal expenditure (new baby, etc.) . . . 

Total expenditure 



£346 19 4 

1,729 8 7 



396 7 6 

202 10 0 
70 8 2 
26 9 1 
68 11 5 
106 15 7 
52 14 5 
94 2 8 

£621 11 4 



12 10 0 
21 0 0 
42 12 5 
164 2 0 
71 0 0 



£311 


4 


5 


78 


2 


8 


30 


0 


0 


45 


11 


6 


14 


14 


0 


231 


17 


2 


•1,729 


8 


7 



1W A ?q‘L 34 TOLL quaIified 1948 : holds D.P.H. and D.C.H.; wife and three children bom 
iso-, iy54 and 1956; entered public health service in 1954. 

t Mileage allowance is not included because this is absorbed by use of car on duty. 
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Budget 1956— Medical Officer*. 


London County Council 








Income: 


£ s. 


d. 


£ 


s. 


d. 


Gross salary 






1,103 


11 


0 


Deductions: 












Superannuation 


65 0 


0 








N.H.I 


17 11 


0 








P.A.Y.E 


74 0 


0 










156 11 


0 








Net salary 






£947 


0 


0 


N.B. — No other source of income, except family allowances')-. 










Expenditure: 












Housekeeping 






260 


0 


0 


Housing: 












Mortgage payments 


181 10 


0 








Rates (including water rate) 


42 10 


0 








Schedule “ A ” Tax 


18 5 


0 








Insurance 


5 5 


0 








Repairs and replacements 


12 10 


0 














260 


0 


0 


Furniture and furnishings) 






168 


0 


0 


(including refrigerator 


68 0 


0 








and television set) 


72 0 


0 








Car: 












Tax 


12 10 


0 








Insurance 


15 0 


0 








Repairs 


14 0 


0 








Automobile Association 


2 2 


0 








Driving licences 


10 


0 








Petrol and oil 


80 0 


0 








less (mileage allowance) 


15 0 


0 














109 


2 


0 


Fuel (electricity and coal) 






27 


0 


0 


Telephone 






11 


0 


0 


Holiday (Easter week-end) 






20 


0 


0 


Subscriptions to professional bodies and journals 






11 


8 


0 


Personal expenditure 






80 


10 


0 








£947 


0 


0§ 



* Aged 31 years; qualified 1948; holds D.P.H.; wife and three children, born 1949, 1953 and 
1956; entered public health service 1955 after 5 years as general practitioner. 

t Not shown because all expended on children’s clothing cost of which is not given on expenses 



t Includes primary acquisitions and not replacements. 

§ No expenditure shown on education, because daughter of school age attends county primary 
school. No allowance made m expenses for depreciation of car or furniture. Expenditure on 
clothing for doctor and wife included in personal expenses. 
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THE SOCIETY OF MEDICAL OFFICERS OF HEALTH ISCOTTISH 
BRANCH) 



Evidence to Royal Commission on Remuneration of Doctors 



Introduction 

1 The Scottish Branch of the Society of (Medical Officers of Health is the body 
which nonmally expresses the views of public health medical officers in &otknd 
and it has m membership 240 of the 271 medical officers employed in public heahh 



2. The Scottish Branch, while appreciating that (the Royal Commission is primarily 

concerned with the remuneration of doctors engaged in hospital and general pS 
realises that the Royal Commission cannot disregard the remuneration of public 
health medical officers, since ^ 

{a) ithe remuneration of any one group of doctors must inevitably be taken 
into account as a relevant factor when consideration is given to the 
appropriate level of remuneration of any other group of doctors 
especially a s Pubhc health doctors are, like their colleagues, part of 
the National Health Service, and as recruits to public health are drawn 
from the same pool as recruits to other sections of the profession ; and 
the disparity (which has existed and widened during ithe last nine years) 
between ithe remuneration of doctors engaged in curative work and that 
or doctors engaged in health promotion and disease-prevention has 
already had an unfortunate effect on the community, in that while 
recruits to medicine as a whole have been numerically adequate or 
possibly slightly more than adequate, there has been a qualitative and 
quantitative shortage of recruits to the public health service ; tin other 
words, while there are plenty of doctors available to treat disease, there 
is a growing lack of doctors with post-graduate training in methods of 
preventing disease— a lack which is dearly detrimental to the well-being 
of the community ; so that it is manifest that (since prevention is more 
comfortable for the individual than is cure, and also cheaper for the 
community) any alteration of medical remuneration should be in the 
direction of removing or reducing the existing disparity. 

3. The Branch therefore offers for the consideration of the Commission the 
following notes about the functions, qualifications and salaries of doctors who have 
specialised in the field of diisease^prevention and health-promotion. 



Functions and qualifications of public health medical officers 

(a) The Medical Officer of Health (and, in large units, his Deputy). 

4. It may be appropriate to begin with two quotations. 

(1) The .Sanitary Officers (Outside London) Regulations of 1935 stated that 
the Medical Officer of Health shall 

“ Inform himself, as far as is practicable, respecting all matters 
affecting or likely to affect the public health in ithe district, and be 
prepared to advise the local authority on any such matter ”. 

(2) The Scottish Health Services Council (in a memorandum entitled “ What 
Local Authorities can do to Promote Health and Prevent Disease ”, 
H.M.S.O., 1951) said 

“ It is too easily forgotten that diseases like cholera and typhus fever 
were eliminated and diseases like typhoid fever were made rare by the 
work 'Of the public health services. 'Where the achievement of 'these 
services in improving environment and thereby reducing epidemic 
diseases is remembered, it is often forgotten that these environmental 
problems are no longer the main concern of the Medical Officer of 
Health. Certainly he must still advise about water supplies, scavenging, 
31066 ^ 5 
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Salaries of Public Health Medical Officers j 

16. 0 a ) The Departmental M.O. (corresponding initially with the Registrar and i 

later with the Senior Hospital M.O.) is at present paid £1,050-£1,475. 

The disparity between that salary maximum, for a doctor likely to end J 
his career in that grade, and the present salary of a senior hospital medical I 
officer is startling. 

(b) The Senior Medical Officer (corresponding with the Consultant) receives , 

£1,520-£1,955 — i.e. less than even a Senior Hospital M.O. 

(c) The Medical Officer of Health (who in small units corresponds with the ’ 

consultant and in large units has analogies with the Consultant with I 
a merit award) may be exemplified by quoting the maximum for three ; 
types of population unit. [Two maxima are given in each case, because ' 
Local Health Authorities have been given a range 'of discretion, although j 
in most cases Local Health Authorities simply give the lowest amount j 
within that range.] 

Population Maximum Salary I 

Under 75,000 £1,960 or £2,175 

150.000- 250,000 £2,555 or £2,870 

400.000- 600,000 £2,970 or £3,390 

It may be noted 'that in Sootland (out of 271 public health M.Os. including 

52 M.Os.H.) only two medical officers of health have population units of 
400,000 or above. 

17. At this juncture it may be useful to point out that the health services of Local 
Authorities are in grave danger of collapse through general failure of Local Authorities 
in recent years to offer salaries and promotion avenues comparable with those made 
available in the treatment services: the notorious shortage of recruits to health 
visiting (a profession in which the rank and file members have for about seven 
years been paid less than ward sisters, the hospital career grade, despite the additional 
obligatory qualifications of health visitors, and in which senior posts as superintendent 
or tutor aTe few in number and glaringly underpaid), the shortage of domiciliary 
midwives (nowadays paid less than ward sisters in maternity hospitals), the shortage 
of local authority dental officers and the shortage of sanitary inspectors all bear 
eloquent testimony to the unduly parsimonious 'attitude of local authorities by contrast 
with the relative generosity of the central authorities ; and the qualitative shortage 
of public health medical officers, public health dental officers, health visitors, domi- 
ciliary midwives and sanitary inspectors is graver and more alarming than the mere 
quantitative shortages, although even the quantitative shortages (e.g. of health visitors 
and dental officers) are far greater than those to 'be found in most other professions. 

A word on “ Administration ” 

18. The low salaries of public health M.Os. — or at least of M.Os.H. and Deputy 

M.Os.H. — are sometimes attributed to the fact that, although they are recognised to 
be doctors who have specialised in a particular field, part of their work is ; 
“ administrative This is, of course, a curious argument whioh certainly does not | 
apply outside the National Health Service: the Secretary and Deputy Secretary of a j 
Ministry are not paid less than the professional experts employed in that Ministry I 
(e.g. the Secretary of the Ministry 'of Health is not regarded as worth less than the i 
Chief Medical Officer or Chief Architect, although the duties of the former are \ 
purely administrative) ; the University Professor as not paid less than his Senior 
Lecturer, although (while both undertake teaching and research duties without super- 
vision) the essential difference as that the Professor has to devote part of his time | 
to administering 'his department ; the Manager of a firm is not normally paid less . 
than the Chief Engineer ; the Headmaster of a school is not deemed less valuable | 
than the class teacher. j 

19. It seems to be only in the medical field that “ administration ” is stigmatised. . 
It is perhaps worth while to consider the point in some detail. Administration is | 
essentially the art of getting things done : 'the machinery of administration is provided i 
by executive and clerical staff. The head of the organisation determines the ' 
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objectives. There are ^classes of doctor whose administrative functions are 
comparable— the medical officer of health, and the medical superintendent of toe 
mental hospital. r L ulc 

20. To take the medical superintendent first: he is undertaking clinical curative 

medicine on a specialist and consultant plane. He is also undertaking administrative 
duties within his hospital because his medical training and experience is essential 
for their -proper discharge. That is to say, his administrative duties stem from his 
medical skill. If this were not -toe case ail administrative officer without medical 
training, but with training an administration would be toe appropriate person to 
appoint. The pattern of duties of the medical superintendent has evolved over maiw 
years experience. He is responsible for the general supervision of the work of 
the medical staff but the latter are mot his assistants, -and have a wide freedom m 
the discharge of thear duties. JU 

21. The medical officer of health informs himself of matters affecting the heahh 
of the community he serves reports to the local authority, advises them concerning 
necessary action and puts into operation the schemes evolved. He holds his position 
because he has the whole .technical knowledge gained by working in subordinate public 
health posts and xn addition because he has the ability to organise his department so 
tot the technical knowledge of his colleagues may be properly applied to the tasks 
m hand. In his case, too, ihis adrmnostTatiive duties stem from his medical skill 

22. Yet toe medical superintendent of the mental hospital is paid as a consultant - 
whereas the medical officer of health is a consultant, paid at rates substantially 
below those applicable to consultants m toe National Health Service although he is 
carrying out medico-admimstrative work of a highly skilled nature, and his colleagues 
ta*ed» senior medical officers and also carrying out consultant duties are less 
well paid than even, senior hospital medical officers ; and his junior colleagues are 
condemned to perpetual registrardom. 

23. It has also to be remembered that many senior clinicians devote a considerable 
part of their time to administration. 



Effect of existing disparities 

24- J' n ^ e . n i ne Y ears which have elapsed since the commencement of the National 
Health Service many medical officers of health have seen -their erstwhile junior 
colleagues translated to the ranks of hospital consultants. The tuberculosis officers 
venereal disease officers and infectious disease specialists, who were formerly on the 
staff of a medical officer of health, 'have benefited ; so also have the mental hospital 
supermitenden-ts, obstetricians, and other consultants. Not a few medical -officers 
of health are in the position of having received £10,000 less in salary since the start 
of the National Health Service than these erstwhile junior colleagues. Naturally 
tms golden glitter around the hospital gates has diverted inwards many young doctors 
who would otherwise have looked to public health as -a proper career. Who can 
blame them? Nevertheless, the dogma “ prevention is better than cure ” remains as 
a li CV t r ’ eVen t ' ho . llgh the Nationa ! Health Service tends to make cure more 
profitable than prevention. The preventive services must secure their quota of good 
recruits. It i-s essential to promote health and prevent illness through well-developed 
maternity and child welfare services, school health activities, measures for the 
health-maintenance of the elderly, and so forth. It is essential to attract to the 
| preventive field doctors able to undertake research into and prosecute campaigns 
tor -improved mental health — over half our hospital beds cater for mental ill-health — 

| tor social health, for reduced delinquency and absenteeism. These are the fields 
ot today and tomorrow for the medical officer of health. The national interest 
| requires that -he shall receive adequate financial rewards, comparable with those of. 

| Jus hospital colleagues. 

I uv l? 16 cura ^ v ? services at best sim-ply restore th-e status quo. The task of ther 
| public health services is to improve the health of individuals and of the community. 

ft is therefore economically essential for the well-being of 'the community that 
i piofessional posts (medical, dental, health visiting, nursing, etc.) in :the public health 
| services should carry remuneration, promotion prospects and conditions of service 
at least as good as are available in the curative services. 



I 
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Examination of Witnesses 



Dr. H. D. Chalke, President 
Dr. E. Hughes 
Dr. J. B. Tilley 

Dr. I. C. Monro, Scottish Branch, representative 
Sir Selwyn Selwyn-Clarke, Medical Secretary 

on behalf of the Society of Medical Officers of Health and the Society of Medical Officers 
of Health (Scottish Branch), called and examined. 



4438. Chairman : Dr. Chalke, you will 
be leading the discussion, as it were, 
with Dr. Monro representing Scotland? 
Has that got any special significance or 
are you really on this occasion pretty 

well as one? Dr. Monro : I have a 

separate memorandum.' on which to 
speak Sir. 

4439. Chairman : I must start, I think, 
by reminding you, Dr. Chalke, of the 
correspondence which took place just 
about a year ago between Sir Russell 
Brain and the Prime Minister, and our 
own public statement issued later. We 
know there was a strong feeling in the 
medical profession that their colleagues 
in the public health service should not 
be excluded from the scope of the Com- 
mission’s remit and the Prime Minister 
was asked whether the terms of refer- 
ence included them. The reply was that 
the remuneration of doctors employed 
by local authorities is excluded from the 
scope of the Royal Commission’s recom- 
mendations, but any claim on their 
behalf through the usual machinery 
would necessarily be considered in the 
knowledge of any recommendations we 
may make. A public statement of the 
•Commission ^followed, saying that the 
Commission 'are not asked to recom- 
mend remuneration for doctors and 
dentists employed by local authorities, 
but that these doctors and dentists are 
among the “ other members of the 
medical and dental professions ” on 
whose remuneration evidence will be 
received for the purpose of comparison. 
That is what we are doing today, and 
within that scope we hope you will feel 
free to talk as widely as you wish. We 
shall be asking you many questions, but 
it must be understood that recommend- 
ing how much you should earn, is not 

within our terms of reference. Dr. 

Chalke : We understand that, Sir, and 
we are very grateful for the oppor- 
tunity of being able to say a few words. 



We , are purely an academic body. Our 
evidence here and the verbal evidence 
we shall give is based on that fact. We 
are speaking as an academic body and 
not as a body concerned specifically 
with medico-political matters. 

4440. Dr. Chalke, I should remind 
you that this is a public hearing, there- 
fore whatever you want to say will be , 
heard by the public who, I see, include 
some of your colleagues from the ; 
Association of County Medical Officers 
who we are going to hear a little later. 

Nalturally we will want to question 
you thoroughly on your memorandum 
because, if we do not, nobody else will. | 
We probably will not need to take a . 
very long time because a good many ; 
points have been canvassed very 
thoroughly with a number of other 
bodies, so we will be concentrating 
primarily on those particular to you. I 
hope, however, that you will nolt take 
it for granted that those points we do t 
not challenge or take up are accepted, : 
or equally that they are considered 
irrelevant. It will be just ithat we do 
not need to question you about it. 

We have allotted, as you may know, i 
■the task of looking at the various ! 
memoranda of evidence we have j 
received, to sub-committees under our . 
two legal members and in this particular [ 
case Sir David Hughes Parry will be ( 
doing most of the questioning. But of : 
course you may get questions by any- > 
body, and equally if you prefer one of 
your colleagues to answer any point, j 

that is perfectly in order. Dr. Chalke ; ■ 

Thank you, Sir. 

4441. Sir David Hughes Parry'. Dr. j 
Chalke, I just want to get your para- j 
graph 1 quite clear. You do regard your- 1 
selves as a scientific body, not concerned ( 

with remuneration as such? Yes, » 

that is in the terms of our constitution. | 
We are precluded from anything else. 
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4442. Yes, but I take it that you are 

anxious to have a contented set of mem- 
bers and that you want to recruit the 
best persons possible into the profes- 
sion ; that is your real interest? That 

is the basis of our thesis, as it were. 

4443. We recognise that, I think. I 

will have the opportunity later of asking 
the County 'Medical Officers in what way 
their Society is different from yours, buit 
I think that question I had better reserve 
for them. You mention in paragraph 2 
the type of person who is a member of 
the Society. Are they all doctors, quali- 
fied doctors? There are a number of 

dentists, and one or two non-medical 
hygiene officers -in the Services. Perhaps 
I should say that 99-9 per cent are 
doctors. 

4444. Are they all full-time or some 

full-time and some part-time? There 

are a few part-time but there again the 
vast majority are full-time career people 
in public health. 

4445. You have partly answered the 
question I was going to ask next. You 
seem, to cover a fairly wide field. What 
is the binding force that brings them 

together into one Society? Hygeia! 

Preventive medicine. We have expanded 
very considerably recently in many new 
fields of preventive .medicine. 

4446. Chairman : But preventive 

medicine ds found in other branches of 
your profession, apart from, the purely 
local government one? Yes, Sir. 

4447. Sir David Hughes Parry : And 
the British Medical Association also has 

a public health branch or division? 

Tihe Committee, of which Dr. Tilley is 
the Chairman. 

4448. Your first main point, I think, 
comes out in paragraph 8 — “ The position 
and prospects of a newly-qualified doc- 
tor Naturally we are greatly interested 
in that. You say in your last sentence; 

“Since his undergraduate training 
has laid its greatest stress on individual 
relationships in curative work, the 
young doctor who enters public health 
must have a special interest amounting 
to a definite sense of vocation.” 

I am not quite certain what you mean, 
whether you imply there is a neglect tin 
the teaching of preventive medicine at 

the universities or what? Sir, 1 think 

it is safe for me to say that not only 
recently but also in the last decade there 



has been too much emphasis on disease in 
hospitals and not enough on prevention 
and the young student who has 'the idea 
of spending his medical life in the work 
of prevention has to learn a great deal 
that he should have learned in his 
academic training. 

4449. Chairman : You say “ in the last 
decade Do you mean that has become 

more pronounced than it was? 1 

think, Sir, the emphasis has been, since 
1948, on curative medicine and treatment, 
much to the disadvantage of prevention. 

4450. But was that the position before 
1948 or do you say there has been a 

swing? -There has definitely been a 

swing. 

4451. Sir David Hughes Parry: I am 
driving at the question of recruitment. 
If I may use this expression, the noses 
of the young people are not turned, 
when at the university, in the direction 

of public health; is that fair? Dr. 

Hughes : I think that is a very fair com- 
ment, Sir. In fact il believe, if I may say 
so, that the undergraduate instruction in 
public health in certain medical schools 
has been certainly played down in our 
time. I think it is almost true to say 
that it has been almost omitted in the 
M.B. examination. 

4452. That may 'be an element affect- 
ing the question of recruitment as well as 
remuneration. It is against your own 

interests, but that may be so? Dr. 

Chalke: I do not think so. I think, in 
medicine there are fortunately still a 
large number of people left who think 
their role in medical life is the preventive 
side ; those people still exist, despite the 
lack of remuneration and lack of status 
compared with other branches of the 
profession. 

4453. I do not know whether there is 
anything further you would like to add 

to paragraph 8?' 'Whether you would 

include recruitment in that paragraph. 
Sir — Dr. Tilley might like to say some- 
thing about the whole question of. 
recruitment. 

4454. I think we had better do that 
on paragraph 9. The first point you 
make in paragraph 9 in .effect ds that the 
medical officer of health is the only doc- 
tor required by statute to hold a higher 
degree or diploma. Let us hear a little 
about the diploma. Is it a hard test? 
— —Very hard, Sir, and in addition it is 
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a diploma which cannot, in contradistinc- 
tion to the Membership or the Fellow- 
ship of a Royal College be obtained when 
the young doctor is going on with his 
job. 

4455. How many places are there 
where the diploma is granted — eight or 

ten? In the region of eight or ten. 

Some of them in fact have had to close 
down within the last few years. 

4456. And they have all got a limited 

number of students? Yes. 

4457. And a fair number of those 
students are in employment in the par- 
ticular town where they are studying, is 

that right? No, that is the point I am 

trying to make. To get the Diploma in 
Public Health, one or two local autho- 
rities now have schemes whereby they 
will allow people to enter the local autho- 
rity service part-time and do a certain 
amount of work in the service, and take 
the part-time curriculum ; but the 
majority of people have to do nothing 
else for a year whilst they are studying 
for the Diploma in Public Health ; they 
are not earning anything. 

4458. Sir Hugh Watson: Do they 

qualify for grants? Dr. Tilley : No, 

Sir. I know of no occasion on which 
anyone taking a Diploma in Public 
Health course has qualified for any grant 
from a local authority or elsewhere. 

4459. Chairman : At what age is this 
year when they normally take the D.P.H. 

course? About the age of 28, 1 should 

imagine ; 27 to 30 probably. 

4460. Sir David Hughes Parry: At 
what stage do they take it? Is it after 
qualifying or do they take it after 
sampling general practice or after being 

registrars or what? Dr. Chalke: It 

depends. It has changed a little recently 
but I imagine, after qualifying a doctor 
gets the urge to take up public health as 
a career and then he tries to find ways 
and means, of getting his D.P.H. Some 
people do it after their national service ; 
having seen the extraordinarily fine pre- 
ventive service in the Army, they make 
up their minds to take up public health 
and then they have to find the money to 
cover the fact that they are not earning 
for a period while they are taking it. 
So, generally speaking, I should say it 
is two or three years after qualifying. 

4461. Mr. Bonham-Carter : Dr. 

Chalke, is there any entry into the ser- 
vice at a considerably later stage in a 



doctor’s career? Yes, Sir. There is 

another point mentioned later in our 
memorandum in another context, the 
paucity of entrants, and people who 
apply for jobs at the present time. Some 
people have come in much later. I 
think it is fair to say there were other 
forms of entry into public health in the 
old days. For example the chest 
physician, the tuberculosis officer who in , 
the past, as you know, was an employee i 
of the local health authority and very j 
often a deputy medical officer, came in i 
that way. 

4462. Sir David Hughes Parry: But i 
at all times he is faced with the situa- 
tion where he has to keep himself prob- ! 

aibly for a full twelve months? Yes, i 

Sir. — Dr. Tilley : Certainly for an . 

academic year. 

4463. It would be interesting to us 
to know if you have any views as to 
the sort of time at which it would be \ 
ideal for them to enter. Should they j 
have been in general practice to see that ‘ 
before they enter, or would it be better | 
for them to take an appointment, if j 
they can get it, as a registrar? Have j 
you any views on the desirable time at 
which they might enter, as a general 

body. Dr. Chalke : Sir, I would say, 

again in the past, the person who became 

a medical officer of health eventually had 
done a host of jobs, had spent time in 
a fever hospital, or a venereal disease : 
department ; he had been a tuberculosis j 
officer and then very often he had been 
a house physician in a children’s hos- , 
pital. There are so many facets of j 

public health work. The wider the j 
experience of -the individual parts ( 
of the service the better. . Most of J 
us 'have done a little time in general j 
practice, six months or a year, or some 
locums. All of us have done jobs in j 
hospitals, inf some oases quite senior ’ 
jobs, and it is after that we have j 
come to this wider field. Preventive 
medicine is the only branch of medicine ; 
at the present time which has innumer- j 
able facets. There are no branches of \ 
medicine in which preventive medicine i 
does not take an interest. 

4464. I see also., Dr. Monro, that you 
raise this matter in your paragraph 14. 

I do not know if there is anything you 
would like to emphasise on that. Tn 
Monro: That is the point of the statu* | 
tory obligation? 
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4465. The statutory obligation and the 
time at which the persons enter into 

the field of public health. 1 for my 

part took my Diploma in Public Health 
just on nine years after qualifying in 
medicine. I did it late because I had 
sought a career in one of the colonial 
medical services and after three and a 
half years, in all five years overseas, I 
found myself physically unfit ; so you 
may say I decided upon public health 
approximately four years, or rather 
entered public health approxi- 
mately four years after qualifica- 
tion. Last year I took on two new 
doctors to the staff. One had just four 
years from his date of qualification and 
the other rather longer, about six or 
seven. 

4466. That would be typical or 

normal? 1 think so, except where 

you are dealing with women, because 
a woman does not have her national ser- 
vice and there is, I think, a certain 
attraction to women to go (into the 
maternity and welfare services ; they 
may see that as a oareer and vocation 
rather earlier than a man going in for 
public health would see the whole field 
of public health as his vocation. 

4467. It may 'be that when the Vice- 
Chancellors of the Universities are 
before us. we might take the oppor- 
tunity to ascertain ithe number of those 
who are being trained in public health 
at the different universities and those of 
them who are full-time in training and 
•part-time. I have an impression there 
may be quite a fair number in part-time 
employment during their training but 
it may be we will get those figures from 

the Vice-Chancellors. Dr. Chalke : 

There is one danger there. Sir ; although 
no doubt the numbers of people taking 
the diploma are up or at least have not 
fallen very much, a very large propor- 
tion of them in London and other Uni- 
versities are people in the Services. 
Nowadays in the Forces everybody is 
encouraged to take a Diploma in Public 
Health: so the numbers, though large, 
are very largely due to people who do 
not enter civilian public health. 

4468. Chairman : When they are in 
the Services taking this, is that also with- 
out remuneration or can they take it 

while they are serving officers? Yes, 

•Sir. In the Services the D.P.H. has per- 
haps a higher status than in civilian life. 



As you know, senior officers are asked if 
they would like to take a higher qualifi- 
cation, and a lot decide to take the 
diploma of public health. In the Army it 
is called Army Health and it 
automatically carries specialist rank ; so 
the .Services at least recognise their status 
as specialists. 

4469. He is seconded and is still being 
paid by the Forces and is able to go on 

earning while he gets 'his D.P.H. ? 

Yes. I am not qualified to speak for the 
Services but I am quite sure that is what 
happens. 

4470. Mr. Bonham-Carter : Do you 
know if the men going into the Services 
are National Servicemen? Is this a situa- 
tion which is going to change materially 
if and when National Service comes to 
an end? — -No, Sir, they are not 
National Servicemen but career people 
in the Services who want to become 
specialists ; they decide on public health 
and stay iin the Services. They know 
they can get equal rank, status and pay 
with a consultant or surgeon, physician 
and so on. There is equality in the 
Services. 

4471. Chairman : Is the D.P.H. a use- 
ful diploma for people to have who are 

not in the public health services? Yes, 

Sir. I would like every general practi- 
tioner and every consultant to have it. 

4472. Do many general practitioners or 

consultants have it? No, Sir. 

4473. Mr. Bonham-Carter’. Or indus- 
trial doctors? Some do. 

4474. Chairman’. Do you know how 
many people on the medical register, for 

instance, have the D.P.H.? 1 would 

not hazard a guess, Sir. You mean, alto- 
gether? 

4475. Yes.- Two or three thousand, 

would it be? I have no idea. 

4476. You have 2,300 members your- 
self? Yes, Sir. — Dr. Hughes’. First 

of all, Sir, on this question of length of 
period before you enter the public health 
service: at my time I had done seven 
years in various hospital jobs and I think 
that is fairly typical. Now of course 
the National Service commitments do 
alter things quite a bat. But it is a fairly 
long period before a young doctor de- 
cides on a career. On the question of 
industrial medicine in the D.P.H., it de- 
pends on which school you qualify in. 
At the School of Hygiene, for instance, 
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it is possible to take overlapping courses, 
industrial health and public health, and 
a great many people do back the thing 
both ways. 

4477. Sir David Hughes Parry: If I 
may summarise, as I see it now in the 
light of your replies, as compared with a 
person going into general practice, the 
person who goes into public health has 
three, four, five, six or seven years of 
some general work either in the public 
health field, or specialising in tuberculosis 
or something of that kind, and therefore 
his training is longer than the training 
required for the person to enter into 
general practice. As regards consultants 
on the other hand, we have evidence to 
the effect that it takes at least seven years 
to qualify to be considered for a consul- 
tant Would it be right to say that your 
period of training is not quite so long 
and perhaps not quite so competitive as 
that particular period of training? 

Dr. Chalke : With the proviso that in our 
period we are earning nothing when we 
are taking the D.P.H. and very Me when 
we are doing the house jobs before it. But 
we must not forget a very large propor- 
tion of the people have higher qualifica- 
tions in addition to their D.P .H. There 
are a number of people, members or 
fellows of the Royal Colleges, and 
certainly doctors of medicine in public 
health as a whole. In fact to get the 
senior posts in public health one requires 
to be well qualified. — Dr. Monro '. One 
additional point, Sir: their training in 
public health does not end with securing 
the D.P.H. and securing their first 
appointment. It continues thereafter. 

4478. The .training of none of us ends 

with an appointment. No, but the 

training does not end with entering the 
service. 



4479. Mr. Bonham-Carter: I wonder if 
you would explain that, Dr. Monro, fol- 
lowing Sir David’s remark. Do you have 
to go on with a particular line or course 

of study? -Not in that sense, but the 

new entrant is set to work of a kind he 
has never done before and he has to gain 
experience and judgment. For instance, 
it is only after he gets his first appoint- 
ment that he perhaps comes up against 
the difficulties of deciding if a child is 
mentally defective. 



4480. Chairman : But that surely is as 
Sir David said, something that must hap- 
pen in every profession? As I under- 

stand it, Sir, that phase is gone through 



by the senior registrar. In other words 
our public health new entrant and the 
hospital senior registrar entrant are com- 
parable. Both are doing useful work 
but both are still learning their jobs. 

4481. Sir David Hughes Parry : I think 
I have that point. May we move on 
to paragraph 10? You use the word 
“departments” there. I am not quite 
certain — is this a department of central 
government or local government? I 
thought it was a department of local 

government. Dr. Tilley : This is a 

term, Sir, first used by the Committee 
which sat under Lord Askwith. This is 
a term used for the basic doctor in the 
public health service, the school medical 
officer or the doctor working in the child 
welfare service, that is, a doctor working 
in the school health department or the 
child welfare department of a larger 
health department. That is the reason for 
the term, if you like, “ departmental 
officer ” — -not a doctor in charge of a de- 
partment, but a doctor working in a 
department. 

4482. Who pays him? Is it the central 

or the local government? Directly, 

Sir, ffie local government authority. 

4483. Chairman: Is he, for administra- 
tive and disciplinary purposes, responsible 
for instance to the director of education 

or to the medical officer of health? To 

the medical officer of health. Sir, 

4484. In your case as an example, Dr. 
Tilley, taking a good sized county, bow 
many doctors would you have responsible 
to you? — - — In this grade, Sir, about four- 
teen ; fourteen whole-time doctors in this 
particular 'grade responsible to me. 

4485. 1 suppose in 'a borough like Read- 
ing. being more concentrated, you would 

not have so many? Dr. Hughes: I 

have five, Sir, plus a deputy. 

4486. Five in this grade? Yes, Sir. 

4487. Sir David Hughes Parry : What 
proportion of these are in your 2,000 
members? Does this particular grading 
cover the majority of your members?— 
Dr. Chalke : I think so. 

4488. You have a fair number of per- 
sons who are not paid directly by the 
local authority. I am just wondering how 
many are covered by these figures. — - 
You <are referring to paragraph 3 as well, 
are you. Sir David, in, which we give 
roughly the proportions? 

4489. Chairman: Yes, you say 2,300 
members tat 40 per cent of them are em- 
ployed by local 'authorities under medical 



i 
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officers of health, 25 per cent are medical 
officers of health and 10 per cent are re- 
tired. That is the paragraph you are 
meaning? Yes. 

4490. What proportion of the 40 per 
cent would really be in this grade — 
medical officers employed in departments 
with a salary range rising to a maximum 

of £1,475? Dr. Tilley: Certainly more 

than 50 per cent. 

4491. And most of them under, say, 

age 40 to 45 or up to all ages? Dr. 

Chalke: Most of them under that age. 
It is difficult to say but the large majority 
are in that category. 

4492. Sir David Hughes Parry : There 

is another question on the figures there. 
You give the figures under the 1950 award 
and then the 1956 award, and then you 
say “ over 600,000 — at discretion ”. 1 

wonder how many .there may be of those. 

1 want to see the structure. Dr. 

Monro : There is only one in Scotland. — 
Dr. Tilley : Speaking without checking 
this, Sir, I think about 12 to 14 in Eng- 
land and Wales. 

4493. Between the 400,000 and the 
600,000?. This is only f or the purpose of 

seeing the structure. Dr. Monro : 

Again, only one ini Scotland. — Dr. Tilley : 
More than 12, Sir. It !is a pyramid, if 
you like, with the London County 
Council at the top of course — the one 
single office — the London County Council 
with a population of over 3 million. Then 
there are three authorities, I think, with 

2 million population and then about four 
with 1 million, including Glasgow and 
Birmingham, and it spreads out ; but the 
vast majority are well down below the 
400,000 of course. — Dr. Chalke : A graph, 
Sir, or public health salaries is flat rising 
practically not at all, until the sharp peak 
at the end; so different from other 
grades in which they do go up gradually, 
and there is not that final sudden peak 
ta the end. 

44-94. 'Paragraph 13, which is a matter 
causing a certain amount of disquiet, 
naturally, the one where you declare that 
there is a difficulty experienced at the 
present time in recruiting anything like 
enough in quality as well as in quantity. 
Shall we deal with 'the quantity first? Do 
you know of any recent appointments, in 
your experience? I would like to know 
how many applicants* you had, that sort 
of thing ; that would give us some clue. 
- — Dr. Hughes : I thlink it is a thing that 



has worried us all. Up to about two 
years ago when, I used to advertise for an 
assistant, one got hardly anyone at all 
worth considering. We did in fact intro- 
duce a special training scheme but we are 
rather unusual in that. That has im- 
proved, but the quantity was very small 
indeed, and certainly did not include 
many .people who wanted to take public 
health as a career. And it was because 
of that that my Council agreed to have 
wihat we call an assisted training scheme. 
We are unusual in that but it was because 
we were so dissatisfied with the quality of 
the applicants and the quantity of applic- 
ants and also the length of time they 
stayed. 

4495. Have things improved in the last 

two years? Perhaps I should not take 

this example as typical because we have 
introduced a scheme to* help people. We 
have said they have to have the D.P.H. or 
get d as soon ,as possible and we are pre- 
pared to second them on three-quarters 
the minimum salary. We have had better 
applicants since then and in return we ask 
them to stay for three years afterwards. 
I am hoping that is going to show an im- 
provement in the situation but that type 
of scheme is very unusual. I think my 
colleagues will share the experience I had 
two. or three years ago. 

4496. Have you had more recent 

experience? Is it better now? We 

have just made ithe second appointment 
under this assisted training scheme and 
I am hoping that will see us through for 
the next two or three years at any rate. 

4497. And the applicants were better? 

They were men anxious to take up 

public health as a career, which was one 
of the things we were after. — Dr. 
Chalke : My experience — I remember the 
difference now from 15 or 20 years ago 
or even more, when one applied for 
appointments oneself. There was always 
an enormous number of applicants then. 
My experience in the last year or two 
has been there are very few men, a 
large number of women, but very feyv 
men applying for appointments who 
were quite obviously the type of person 
who before the war came into the public 
health on a career basis. There are very 
few of those people and there is a strong 
tendency for people not to stay in as 
long as they did before. In my youth, 
if you went into public health that 
was your career and you stayed there. 
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Now there is a tendency to go out if 
you can. It has been very hard in the 
post-war years to get a suitable male 
who we are quite sure will stay and 
whose aim is to be a medical officer of 
health. 

4498. So you are satisfied there is not 
the number? That is what I am con- 
centrating on. There is not now, and 
there was before the National Health 

Service? Yes, Sir.— Or. Tilley: I 

think that is quite clear and every 
authority in the country would confirm 
that the number of applicants is very 
considerably less than it was before 1948. 
The thing that concerns us very much at 
the moment is that, of those who do 
apply, we do not see in them the quality 
that we would hope to see for the leaders 
of preventive medicine in this country in 
the future. 

4499. It may be that that can be 
improved with these assisted schemes of 

training? That may be so, Sir. But, 

Sir David, you did ask earlier if the 
training of a man going through the 
public health service was less competi- 
tive -than the consultant. I think that 
perhaps at the present time if by com- 
petitive you mean competition to obtain 
posts and advancement, one would have 
to accept that that was so. But it was 
not so prior to 1948 and what has 
changed of course is the relativity of the 
remuneration that one may earn in the 
public health service as compared with 
the other parts of the State medical ser- 
vice. It is on that basis that I doubt 
very much whether even with assisted 
schemes of training for the Diploma in 
Public Health, we can expect as many 
of the most able men and women to 
come into public health as we could if 
the prospects in the two services were 
comparable. 

4500. Mr. Bonham - Carter : Dr. 

Hughes, you made the point that one of 
your difficulties has been that men have 
left the service. You have not been 
able to keep them and Dr. Chalke, I 
think, confirmed that. Do you mean 
they leave your own particular authority 
or that they went out of the public health 

service altogether? Dr. Hughes: The 

Press is here and I hope they will be 
discreet. I work for a pleasant town and 
a good authority. I hope they will not 
think I am criticising my authority ; but 
in the last two odd years I have had four 
people leave, the first after six months 



to industrial medicine, the second stayed 
about twelve months and then went to a 
senior post in a large city. The third 
stayed six months and went to America 
to become a medical officer of health 
himself in Carolina or somewhere like 
that, and the fourth is leaving to go to 
America next month. I will stress again 
that I have a very good authority and it 
is a very pleasant town I live in. 

4501. I can confirm that.— — If I might 
ask for that to be treated (with discretion. 

4502. Chairman : All four remained 
in public health? — • — One has gone into 
industrial medicine, two have gone to 
America and one has remained in this 
country. — Dr. Chalke : A large number 
went into industrial medicine and other 
branches after the war, I am sure partly 
for financial reasons. 

4503. Sir David Hughes Parry. Dr. 
Monro, I think you pay a good deal of 
attention to that in your paragraph 17: 

“At this juncture it may be useful 
•to point out that the 'health services of 
Local Authorities are in grave danger 
of collapse through general failure ot 
Local Authorities in recent years to 
offer salaries and promotion avenues 
comparable with those made available 
in the treatment services.” 

That is a matter which concerns us.— — 
Dr. Monro: I think that is quite true, 
that we are just not gettiug the right kind 
of people and we are not getting the 
right numbers. Two years ago I had 
two vacancies and they were duly adver- 
tised. There were four applicants. One 
was already working in an industrial con- 
cern, a nationalised industry, and he 
found he could not afford to come back 
to a local authority public health service 
although he would have liked to do so. 
One was an Indian lady who had just 
completed her D.P.H. She wanted a 
restricted period of experience in this 
country, and I regretted being unable to 
help her out — I would have liked to but 
things being as they were I did not feel 
justified in doing so. The other two: 
one was a woman in her middle thirties 
with good general practice experience 
and she has done all right so far in 
public health, and the other was a 
married woman in heir forties seddng 
to augment the family income. Neither 
•of these two had the D.P.H. They both 
settled down adequately, doing [the kind 
of work within itfiedr capacity, but they 
will never advance in public health. 
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4504. Thank you very 'much. I think 
you have made your point, to which we 
moist pay attention. Can we move for- 
ward to paragraph 14? Something has 
gone oult of pilace here. It is headed 

Comparative treatment for Income- 
Tax purposes, etc.” 

“The Society does not propose to 
offer any comments on this topic at 
.this juncture. Nevertheless, it is par- 
ticularly interested in securing an 
increase in the number of appoint- 
ments of public 'health medical officers 
as consultants in preventive medicine 
to hospitals . . 

I am not quite certain how the two 

points come together. Dr. Chalice : 

No, Sir. We really meant the whole 
question of salary to be ‘brought in at 
that juncture, I suppose. It does seem 
a Me oult of context. Could we, dis- 
miss the whole .question of income-tax 
Sir, and go on to the second part? 

4505. We have heard a good deal 
about this income-tax question and we 

are not going to press you on it. We 

are interested naturally in the question 
of consultants mentioned again in our 
paragraph 22. As you know, Sir, this 
is a Guillebaud recommendation and 
a point I might touch on perhaps is 
this widening sphere of preventive social 
medicine today in which the hospitals 
are much more interested than ever. The 
whole question of hospital treatment 
now is bound up with the domiciliary 
side and local authority services have 
been brought more and more into the 
picture. And it seems inevitable the 
local authority consultant must be i,n 
hospitals and he must have the necessary 
status for that work. That in bdef, Sir, 
is what we mean. 

4506. I .think I have got your point. 
Paragraph 15 — there you indicate that 
you are not eligible for a merit award ; 
that is because you have not been doing 

clinical work? No, Sir. We make no 

comment on the desirability for merit 
awards or the method of giving them. 
The point we wish to make is that there 
should be some comparable means of 
financial reward for distinguished mem- 
bers in our branch of the profesesiion, the 
same as in pthers, and our view is that 
We can reach the same end by increasing 

the salary level proportionately. Sir 

Selwyn Selwyn-Clarke : May I dear one 
point, Mr. Chairman, arising out of Sir 



David’s question? It is a fact that a 
very large number of public health 
medical officers do clinioal work and 
there are some public health medical 
officers who are consultants in clinical 
work. I should not like Sir David to 
go forward with the idea . that public 
health medical officers do not do clinical 
work and are therefore not eligible for 
such additional higher salaries or awards 
given to our colleagues dn other 
branches of the profession. 

4507. Does that refer to part-time? 

It may refer to pant-time, clearly. 

As an instance, the medical officer at 
Oxford is a consultant in infectious 
diseases and has beds in the hospital at 
Oxford, dealing with infectious disease 
patients. 

4508. He is a full-time officer? — - 
Yes, with the Gity of Oxford Corpora- 
tion. 

4509. Chairman : He is also a consul- 
tant? Yes, Sir. 

4510. Is he eligible as such for merit 

award? No, Sir.— Dr. Chalice-. A 

large number of medical officers of 
health act in this way now as consultants 
to the groups and hospitals. They have 
clinioal responsibility. I have dinical 
responsibility in certain respects. I can- 
not . imagine anything more important 
dlinioally than the diagnosis of smallpox 
or anything more important than to be 
called in to discuss an outbreak of infec- 
tion, food poisoning and so on. It 
depends on what we mean by the word 
dinical. To me the preventing of out- 
breaks is at least as important as the 
work of people who say they have 
dinical responsibilities. 

4511. I would like ito follow Sir 

Selwyn’s point. Such a medical officer 
who has beds at his disposal in a hospi- 
tal has the ultimate responsibility for the 
individual patients?— — Undoubtedly, 

Sir. He controls and advises on their 
treatment. 

4512. I have not quite understood how 
it is that he was not, as such, eligible for 

consideration for a merit award. 

That is one of our contentions, Sir. 

4513. Mr. Bonham-Carter : He is 

specifically excluded because he as the 
medical officer of health?— — Dr. 

Chalice: Paid by the local authority. — 
Dr. Monro : There is an arrangement by 
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which a medical officer of health may be 
also employed by Hospital Boards. 

4514. Chairman : Is he in contract, for 
instance, with a hospital authority . "p 
think the arrangement is between his 
employing authority and the hospital as 
a rule, but according to which service he 
gives the most of his time his status ana 
pay is determined. I can quote some 
medical officers in the far north of Scot- 
land who hold appointments as medical 
officers of health for very small authori- 
ties for less than half their time and 
and the remainder is devoted to the 
Hospital Board. They are paid, not as 
medical officers of health, under Whitley 
Council Committee C, but as, in this 
case, senior hospital medical officers. 

4515. But if they are ipaid as consult- 

ants for part of their time, presumably 
they are eligible? 1 presume so. 

4516. In England, are they _ not 
employed by the hospitals on a sessional 

basis? Dr. Tilley. I think, Sir Harry, 

there are two distinct arrangements 
here. One is, as Dr. Monro has said, 
where an arrangement is entered into 
that a medical officer of health will work 
for the hospital authority for less than 
half of his time. He may continue to 
receive simply the salary of a medical 
officer of health and a fraction of his 
salary is reimbursed to the employing 
authority. There is a separate system. I 
have no knowledge how widely the two 
systems are used ; but there is, I know, 
one instance where the medical officer of 
health is in direct contract with the Hos- 
pital Board for two-elevenths of his time 
and presumably for that portion _ is 
eligible for merit award. That does exist, 
Sir. but I think it is far from common. 

4517. You talked about the pyramid 
earlier, the one with the London County 
Council on top. In a sense that gives the 
competitive opportunity for the good 
medical officer of health to advance, if 
you like, from the local authority with 
a population not exceeding 75,000, _ up 
in stages on merit and in competition, 
to a much bigger position with bigger 

salary. Is that not so? That, Sir 

Harry, is true. One of our difficulties is 
that the opportunities at the top are very 
limited. That is something, as far as I 
can see, we cannot at this moment make 
any suggestions about. Secondly, the 
remuneration for those opportunities is 
very much less than the top opportunities 
in other branches of the National Health 



Service. In other words. Sir, were the 
top of the pyramid to receive remunera- 
tion equal to a consultant with a full or 
top merit award, there would be some- . 
thing comparable which would be an I 
incentive, which would be perhaps -going ! 
a good way towards making the public I 
health service sufficiently attractive to I 
attract good people. 

4518. Has that -position altered to the 
disadvantage of your branch of the pro- . 
fession since before the war or before ' 
the National Health Service? — -Sir j 
Harry, I can only say I believe that is so, : 
I am unfortunately not able to quote the : 
very top figure, simply because I do not ! 
know it, but it is my belief that the , 
medical officer of health for the London ' 
County Council, for example, received j 
remuneration which was certainly com- , 
parable, and in my own opinion was i 
greater than whole-time consultant j 
people in any hospital services in the 
country at that time. It is very difficult ; 
to get an exact comparison because there - 
was no whole-time paid service with any | 
agreed scale with which this could be s 
compared. I am speaking from memory 
— the whole-time- specialist jobs, I know, j 
in hospital at that time certainly carried ' 
a salary less than the medical officer of 
health -of the London County Council, 
Now that position has been reversed, Sir, 

I do not -know what the arrangement is 
for merit awards for -whole-time con- 
sultants — -it is not my field — but I 
imagine the whole-time consultant is , 
entitled to a merit award in some j 
circumstances. 

4519. Sir Hugh Watson: Before the 
war there were very few medical whole- - 
time -consultants. The majority of consult- . 
ants before the war were- people who were ! 
paid lit-tle or nothing at all by the hos- 
pital, to whom they gave voluntary 
service ; they earned such fees as they 
could — and some of them very large fees 

— -outside. -Yes, that is -true, but there 

was -before the war something with which 
the medical officer of health could be ; 
compared. After 1929 when local autho- 
rities -were improving their services, 
authorities like -Middlesex, the only one j 
I can quickly remember, did em-ploy ! 
whole-time specialists of very high 
calibre but -the medical officer of health , 
received a higher salary. 

4520. Chairman: Dr. Tilley, you are » 
very anxious -for reasons we can under- 
stand, to make the comparison bet-wees 
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the medical officers of health and the 
consultants. Perhaps we can talk in 
terms of the general practitioners because 
there we do know from the Spens 
Report about the sort of level of the 
remuneration then and since; and you 
are competing with other branches of the 
profession, including the general practi- 
tioners for recruits. It would seem from 
the figures in the County Medical 
Officers’ memorandum that the increases 
in the remuneration of medical officers 
are at least of the same order, are they 
not, as the increases received, as far as 
we know, by general practitioners under 
Spens. I do not know whether you know 
the County Medical Officers’ memo- 
randum. I am not looking for the exact 
comparison but just want to know 
whether you really can feel, with the 
different -branches of the profession, that 
things have gone very much to your 

disadvantage since the war. Dr. 

Tilley : I am at a disadvantage, Sir 
Harry, in that I have not the memo- 
randum here. I think that question could 
well be asked of my colleagues. 

4521. I -think you have an idea — you are 
not able to substantiate the figures — that 
in fact other branches of the profession 
have gone ahead more quickly than the 

medical officers. Yes, Sir. There is 

a factor that must be borne in mind here. 
When people came into employment in 
local government and public health ser- 
vices before 1928 they were entering a 
pensionable service. There are many 
factors involved in a man making his 
decision as to what particular branch or 
line he is going to take in his career and 
I think we must accept that the prospect 
of a pension will attract a large number 
of very able men who, without the oppor- 
tunity of a pension in other spheres, 
would not go there. Today that position 
no longer holds. The young man 
qualifying knows that whichever branch 
of the National Health .Service he goes 
into the question of pension remains the 
same and therefore that attraction to the 
public health service has gone. As we 
feel that, the remuneration is also less 
attractive than the levels of today in the 
other services, we seriously feel that the 
future, not so much the present occupants 
of posts, but the future is very bleak as 
far as maintaining -a good standard in 
looking after the community health of 
this country is concerned. 



4522. Sir David Hughes Parry ; May 
we move on to another matter, paragraph 
17 of your memorandum: 

“ The salaries of public health medi- 
cal and dental officers should not be 
related in any way to those of non- 
medical officers employed by local 
authorities.” 

The word “ related ” there rather con- 
fused me. There must toe surely some 
relation between the salary of the medical 
officer of health, in a particular place, 

and the other higher officers? Dr. 

Chalke: There may be some relation. 
Sir, but the basis of our argument is 
that we should first and foremost be paid 
as doctors. -We are first and foremost 
doctors and our salaries should be rele- 
vant to the salaries of other doctors or 
specialists in all branches of the profes- 
sion. It is only a secondary point that 
we happen to be employed by local 
authorities, but because our branch of 
medicine is in the field of local authority 
work we always find ourselves related — 
as we say in paragraph 20 about the 
Industrial Court — our salaries are always 
so closely linked with those of other 
chief officers that the fact seems to be 
forgotten that we .are primarily doctors 
and want to be treated as doctors in 
status and pay. 

4523. Paragraph 21 — the opening sen- 
tence says : 

_ “ Members of the public health ser- 
vice are at a special disadvantage with 
regard to superannuation benefits. 
Non-medical local government officers 
commonly join at a much younger age 
than is possible for medical 
officers. . . .” 

and so on. You want to establish a rela- 
tion there, do you not? Only because 

it is our last hope, ;Sir, as it were, in view 
of the fact that this relationship persists 
in everything, so surely we can stake our 
claim for some part of the benefits which 
other local authority people get. I think 
that is fair, Sir. 

4524. Chairman: There must in fact. 
Dr. Chalke, be a relativity here between 
you and other doctors since you all come 
under the same original recruiting and go 
through the same medical schools at the 
beginning ; but there also must be in 
fact a relativity among the employees of 
any large employing body, whether a 
local authority or a big industrial body. 
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You cannot ignore your colleagues 1 
other walks of life, entirely.- — No, iar. 
We do not quite mean that there should 
be no relationship at all. 

4525. You do say it should not he re- 
lated in any way. We mean, Sir, we 

should not as doctors be prejudiced be- 
cause non-medical members of local 
authority staffs get certain salaries. There 
is always this close linkage, but there 
obviously must be some connection. 

4526. You say status and pay ; in what 
way are you prejudiced m status . I 
do not know that we are prejudiced in 
status. But the medical officer has not 
the status, for example, or the pay of the 
Town Clerk. For example m the Indus- 
trial Court it was said-^L think someone 
said— “ No, we could not possibly have 
a salary scale of this sort because the 
medical officer would be getting as much 
as the Town Clerk.” There is always 
such a close link between the two. We 
want to be treated as doctors, Sir. 



4527. Do yon think medical officers 
of health .might have been aware of the 
.position of town clerks when they entered 

the service? 1 am sure they would 

but they were so interested in preventive 
medicine and did not look so far ahead, 
to consider such matters. 



4528. Dr. Tilley said they looked so far 

ahead as to think of a pension. Dr. 

Monro- Sir, I think there is a point 
worth bearing in mind, that in 1938 'the 
total personal income, untaxed, in. this 
oountry was £5,078 .million, of which 
£212 million went to the rates. In 1956 
the figure was £17,035 million income, of 
which £551 million went to rates. If the 
rates had risen proportionately they 
would have been £711 million. I think 
quite frankly that the local authorities, 
our employers, are slipping and it is not 
only we who are suffering but the sani- 
tary inspectors, the water engineers, the 
road surveyors and all the rest. If you 
go into it yon will find similar difficul- 
ties of filling vacancies, and incompetent 
staff. I would like to say this and this 
to me is frightfully serious : without the 
sanitary inspector, the water engineer, 
the drainage engineer and the man who 
empties the dustbin, 50 million people 
cannot live in this island. 



4529. Mr. Bonham-Carter : Dr. Monro, 
I take your point. What is worrying me 
a little is that one might find, if we went 
into a different branch of medicine — the 
industrial branch— if they argued the 



same way as yiou axe arguing it might be ! 
very strongly to their disadvantage. 
Would you think the principle you are 
putting forward on this is really (a) a 
practical one, and ( b ) lias some advantage i 
to the profession as a whole? In other ; 
words would, it not be better to establish : 
a doctor in the community in which he is ; 
working, and pay him in accordance with 

his skill? Dr. Monro: I am not suit 

I quite grasp that. 

4530. You are on this point that you | 
are at a disadvantage by your remunera- 
tion being in relation, to that of other ; 
local government officers. There are other 
doctors who may have the same situation. . 
that is to say their remuneration is re- 
lated to people whom you may think it i 
would be to your advantage to be related 
to. Therefore you might have another 
branch of the profession arguing entirely j 
against this point of principle. Is not 
really the answer that it is an. exceedingly 
difficult one to uphold in practice? — , 
Dr Tilley: I am, not so sure, Mr, 1 
Bonham-Carter. I take your point, and j 
I imagine the group of doctors we may 
be thinking of must stand in relationship 
to people with whom they work in aa 
industrial field and their colleagues, with- 
in the hierarchy of the company, and this 
may be to their advantage. That does not ■ 
bold in the public health service. This is 
not quite a fair thing but it comes to me 
that this might be regarded, as several 
separate companies working in the same 
building. The medical officer of health 
is running his health department. He may j 
have very little, contact indeed with the 
gentleman, who is running another depart- 
ment of the local authority. He may not 
even see him for months on end. He ; 
may not be concerned in what happens , 
in a particular department. It seems to j 
me unreal to relate A to B if you an ; 
going to recruit into A from a particular 
field, which as the medical profession, we | 
all feel this very strongly, that our re- 
lationship in a public health department 
is with the doctors who work and live in 
the community which we serve, the col- j 
sultants, general practitioners, and tie 
hospitals. Our relationship, Sir, with* 
other officers, county surveyors and so . 
on, by and large is simply that of a mem- 
ber of the public and we certainly ® 
not feel that parity which may. ns 
suggested to you from other sources is ai 
all a proper method of procedure. 

4531. It has not been suggested, tot 
experience suggests that it is the employe 
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wHoh causes the common, binding factor. 
In groups of people employed by the 
same person almost inevitably you get a 
relationship -built up through the em- 

plover. Dr. Chalice : With the change 

of structure in 1948 the paradox arose 
that many persons who were previously 
deputy medical officers of health now 
worked under another authority and 
became consultants. The chest physicians, 
tuberculosis -officers and so on, they were 
all deputy medical officers of health, and 
they immediately became consultants 
because they were employed by another 
authority. The venereal disease consult- 
ant and so on, all benefited by working 
for another authority. But, more import- 
ant, although we medical officers of health 
are' actually employed by the local autho- 
rity, our work has broadened so much, 
we spend ,so much time working in the 
hospitals, in and out of the hospitals with 
general practitioners. We are in fact 
primarily doctors, and we should be 
considered as doctors as part of the 
medical services of this country. 

4532. Sir David Hughes Parry : I see 
the argument all right, but I should have 
thought the salary of the medical officer 
of health must have some relation to the 
salary of the other members of other pro- 
fessions working for the same local 

authority? Exactly, in the same way 

that -the salary of a senior medical officer 
in the Army is in some way related to 
that of other officers, but he gets a lot 
more. — Dr. Hughes : There is one point, 
if I may come in. The salaries we are 
discussing in the main are, if we may use 
the word, imposed salaries, whereas in 
industry I imagine that the contracting 
parties settle it between themselves. 
There is a national award for National 
Health Service salaries. I do not think 
the comparison is quite true. 

Mr. Bonham Carter : I wonder if you 
would argue the other -way if it was to 
your advantage. 

4533. Chairman-. Dr. Chalke, the im- 
portant thing really is whether you are 
getting into your branch a fair proportion 
in quality and in quantity of the whole 
of the entrants to the medical profession? 
Dr. Chalke : Yes. 

4534. That is really the point. We 
have had a good many statements here 
■which perhaps necessarily are rather (diffi- 
cult to substantiate by statistics. Do you 



think you can do any more than that, 
-or would you prefer it to remain as a 

generalised thing? 1 think we would 

have to generalise. 

4535. You know. Dr. Chalke, of course, 

that we ourselves have been making a 
survey of the actual earnings of doctors 
employed in the National Health Service 
and of members of many other profes- 
sions. In your particular branch we 
know the figures of the scale? Yes. 

4536. But that will show some interest- 
ing figures about what is actually happen- 
ing in the different branches of the 

profession. All medical officers of 

health are not in the National Health 
Service. 

4537. All medical officers are not? 

Not all. Some of them are not— in the 
metropolitan boroughs, for example. — 
Dr. Hughes : One point on that is if you 
are going into figures you may consider 
the question of vacancies and so forth. 
Establishment is a very different sub- 
ject. I think i't is true to say most of 
us realise we require more staff than we 
have got, and it might he we could get 
authority to increase the establishment, 
hut because of this difficulty we have not 
pressed for the increase. I think some 
of us are in that position. 

4538. You feel you are under-staffed? 

We are under-staffed, and there is 

really little point in asking for more staff 
when we have an awful job in filling satis- 
factorily the establishment we have got. 
In my own- case, for instance, I think 
probably, especially with this new work 
which is coming along on polio vaccina- 
tion we shall want more staff, but there 
is little point in asking for an increase 
m staff when i-t is difficult to fill the estab- 
lishment we have got. Dr. Chalke : It 

is inevitable in my view that this side of 
preventive medicine will expand and we 
will require more staff. It is inevitable ; 
more and more people are being treated 
at h-ome. The domiciliary services will 
increase, home treatment will increase, 
and the services we must provide, home 
helps, health visitors, and so on, must 
increase, and our link with the hospital 
will increase. We shall want to expand, 
and it is doubtful whether we shall get 
the staff to do it. — Sir Selwyn Selwyn- 
Clarke : Might I add one further point in 
connection with the seventeenth para- 
graph of our memorandum? I would 
■Ike to refer you, Sir, to the memorandum 
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from the Local Government Board in 
1910, if I may quote from it: 

“The salary offered to a medical 
officer of health who devotes his. whole 
time to public health work should in 
the Board’s view be sufficient to attract 
men with good qualifications and. to 
retain their services. The medical 
officer should not be placed in a 
position, of inferiority in this respect 
•to other medical men in the district. 
It is not sufficient a medical man is 
found to accept a salary offered. It is 
important the salary t should be such 
that it will be worth the while of a 
capable man to accept it ”. 

We have heard a great deal of criticism 
against the National Health Service on 
the grounds that it is made up of three 
divisions, and those three divisions are 
lacking in the co-ordination that should 
exist between them. Some few years ago 
the late assistant medical officer, the 
senior administrative officer in Newcastle 
wrote that one of the chief f ailures in co- 
operation between hospital and local 
authority services lies in the division , of 
the medical profession into two salaried 
groups of grossly unequal status. 
Although our Society has nothing to do 
with the terms and conditions of service 
— it is outside our purview — we are very 
concerned with the quality of the recruit 
to the service. We are very anxious, 
jus't as they are in Scotland, not to see 
this service disrupted with all the con- 
sequences to the welfare of the com- 
munity. I do think that we are entitled 
to push our claim that we should be 
regarded as doctors, and have our con- 
ditions determined on that basis, and 
not on what a borough engineer or 
borough surveyor, or this, that and the 
other, a layman, receives. Although of 
course there must be some relativity that 
should not come into the picture in so far 
as the determination of the actual remun- 
eration is concerned, in .my humble sub- 
mission. 

4539. Most of your members are in 

fact employed by local authorities? 

That is so. 

4540. I suppose they put this point to 

their own employers, to the local authori- 
ties? 1 would not know whether they 

have or not. 

4541. I suppose, Dr. Chalke, it is quite 

likely that this point has not escaped your 
attention on those occasions also, is that 
right? Dr. Chalke-. No. 



4542. Are the local authorities satisfied 
with the quality and quantity of recruits 
they are getting, or could you not give 

a generalised picture on this? 1 could 

not say whether they are or not. 

4543. But it is very much in their i 
interests to have their services properly ! 

run? We know. Whether our lords 

and masters know I just do not know. 

4544. They are the people whom you 
would normally tell if you thought you 
were unable to get, for instance, any 1 

applicants for vacanies? They know 

that. They do know that because they 
are the people who make the appoint- 
ments on our recommendations. 

4545. Sir Hugh Watson: I suppose 
Dr. Monro has made it .plain to tie 
Counity Council of Lanarkshire about 
the situation which exists in getting 

assistants in his services? Dr. 

Monro : They knew the difficulties that 

I had in the first instance, though I must „ 
say quite clearly in this that through * 
canvassing the D.P.H. classes just before j 
the “ hatch ”, I secured my requirements 
without undue difficulty. 

4546. Chairman : You mean yours is j 
rather one of the more enterprising 
authorities that gets the degree .men! 
1 would only admit to being lucky. 

4547. Mr. Gunlake : I wonder if 1 
could ask a question which has been 
rather worrying -me in the last hour. You 
have said a good deal about your special . 
interest in preventive medicine as i 
branch of the science, and you have ah 
talked about the difficulty of recruitment 
into your particular branch of the pro- 
fession. It might, I think, be superficial; 
inferred from that line of argument till 
it is the special duty of the local autho- 
rities to foster and encourage prevent!!! 
medicine, .but that is not the position si 
all. Preventive medicine is a thing which 
is worthy of encouragement of itself, and 
it should not be the local authorities’ 
specific responsibility to do so. If it is 
not being encouraged as much as yon 
would like, it might well be the -fault ot 
central goverment in general rather that 

of the local authorities. Dr. Chalk 

We do look upon preventive media* 
as in the purview of medical officers i 
health. 

4548. That is the point I wanted » 
bring out, because preventive mediae 
on the o-ne hand, and social or com- 
munity medicine on the -other, are not# 
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same thing, they are not identical. 

Xhey are so ‘bound, up one with the 
other. There is no term which includes 
the modem concept of promotion of 
health and positive health, and so on, 
and all these terms in my view mean 
more or less the same thing. The point 
surely is this, that the need for health 
promotion, call it what you will, social 
medicine, has widened so much that 
everybody must take a part ; but the 
medical officer of health seems to be the 
pivot, the central person, the co- 
ordinator. In the modem tripartite 
National Health Service the one person 
-who co-ordinates the work from hospital 
to general practice, industrial medicine, 
the one essential person is the medical 
officer of health, and you must have him. 
He must co-ordinate all this, he must 
stimulate health education in the public, 
and stimulate ihis colleagues to join 
together to improve this health promotion 
which is becoming more important every 
day — and it is becoming even more im- 
portant than it has ever been in this 
automatic and atomic age which is now 
beginning. The person who must control 
and co-ordinate all this is the medical 
officer and the control centre is the 
public health department. 

4549. Sir Hugh Watson : Are medical 
officers of health frequently consulted 

by general practitioners? Frequently. 

That is a very gratifying feature in the 
last few years. The general practitioners 
are now coming to regard the public 
health service as something which is 
inevitable for the satisfactory carrying 
out of their practice. Take, for example, 
the case of health visitors. In certain 
cases health visitors are seconded to 

groups of general practitioners to 

work with them. In other cases 

there is a shortage of health visitors 
and they cannot be used more 

widely, but the general practitioner is 
coming to look upon the health visitor 
as his handmaiden, as his almoner who 
does the social work for him, particu- 
larly with the new problem of the aged. 
He also looks upon the home help 
service as an essential part of his service ; 
and to co-ordinate all this work and be 
the link with the hospital, on the geriatric 
side, the old people, there is the medical 
officer of health — more so than ever, 
because public health has changed from 
the old days of infectious disease pre- 
vention, sewers and drains, and so on. 



4550. Mr. Gunlake: If that be so it 
does tie the thing to local authorities 
and their finances. We have the point 
from Dr. iMonro that the whole of the 
local authority service is a vast depressed 
area, and a smaller proportion of the 
net taxable income is going into that par- 
ticular object than was the case, so the 
outlook for preventive medicine seems 
to be pretty poor. That is your con- 
tention? Yes. In fact though we are 

local authority employees we work more 
with general practitioners and hospitals 
than ever before. 

4551. Sir David Hughes Parry: I 
wonder if I may ask one question on 
the Scots memorandum. It is on page 
950, under the word “administration”. 
You are obviously pressing a point 
there. Would you like to state your 
point? I am not quite certain whether 
I have got if. Will you place it in 
opposition to the argument which has 
been placed that the doctor ought to be 
paid more because he has got what is 
described as clinical responsibility for the 
patient, and that is why he should be 
paid more than a member of some other 
profession where that responsibility for 
life and death does not occur? That has 
been pressed again and again on us. 
You are pressing the other side, if I 

may put it. Dr. Monro : I think the 

point I want to make is this ; I attend 
to the administration of certain Acts, 
orders and regulations in the course of 
my duties. I am chosen as the adminis- 
trator for that purpose because I have 
medical skill in the particular brand of 
medical training. These Acts and orders 
which I administer relate in fact to the 
medical needs of people or groups of 
people. In fact I am realy arguing 
that in the case of the medical officer of 
health .there is no essential difference 
between clinical medicine and adminis- 
trative medicine. Does that answer the 
point? 

4552. Yes. In effect you are doing 

both? Yes. 

4553. Chairman: It has been put 

to us by almost everybody that has 
appeared before us that their particular 
body has 'special reasons why they 
should be specially rewarded. For 
instance, the general practitioner says 
•there is .this question of night work, 
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which I suppose does not apply to 
medical officers of health as much or as 
often as to the general practitioner deal- 
ing with maternity cases frequently. Is 

that so, or not? It depends upon 

what 'the person feels about odd cases— 
infectious cases. They have a bad habit 
of ringing up after midnight, Sir. 

4554. You answer them on the tele- 
phone and turn over ! Dr. _ Chalke . 

The medical officer of health is always 
on duty.— Dr. Cookson : From experi- 
ence over a good many years now the 
amount of additional out of hours work 
in a larger department — I was formerly 
in a smaller one— is less, and also even 
in a smaller department it did decrease 
with the start of the National Health Ser- 
vice. I have done a good deal of 
general practice in my day, and I do 
not think that I had any less night work 
as a medical officer of health than as 
a general practitioner when I started, but 
it is less now. 

4555. You see you probably know, Dr. 
Monro, that the medical officers _ of 
boarding schools get a reduced capita- 
tion fee for two reasons, and one is 
because they are not on duty for the 
whole of the population at any time. 
Are there certain responsibilities (halt do 

not come your way? 1 would make 

this point, that the medical officer of 
health is expected to know the answer, 
and give it over the telephone. The 
clinician is at least entitled to examine 
his patient first.— Sir Selwyn Selwyn- 
Clarke : I would say too that file 

medical officer of health has a lot of .other 
duties, for example public health educa- 
tion, which he has out of hours, lectur- 
ing to voluntary organisations, and 
others. He also, as has been pointed 
out, may be called out in connection 
with infectious disease, poliomyelitis and 
what not, and he may have a whole 
series of queries sent to him in connec- 
tion with, for example, a Windscale 
incident, the hazards of radiation. He 
may have to advise where to put a per- 
son, an old person who needs hostel 
accommodation, or home accommoda- 
tion. He will have very much more 
work if Parliament agrees to implement 
the recommendations of the Royal Com- 
mission on Mental Illness and Mental 
Deficiency. I would like to make the 
point that the M.O.H. is not a 9 till 
5 officer. He is, as the President of 
the Society pointed out, a man who 



may be called upon at any moment. I f 
have personal knowledge of members of j 
our Society working all through the 
weekend over some serious outbreak of 
infectious disease in the area. 

4556. I was rather anxious to get the 
degree of it. I know the fact is, that 
as in many other jobs, it does happen 
that you have an extreme amount of 
Work under pressure and responsibility 
from time to time, but from the way it ) 
has been put to us by the general prac- . 
titioner we are told that -they have more I 
of that than the M.O.H. Is that right? | 

Dr. Tilley : It must be abundantly i 

plain .to the members of the Commis- 
sion that the medical officer of health is | 
not likely to be called out of bed as i 
often as the man with a large practice, ! 
but if you make that comparison we | 
■make the comparison also that your I 
medical officer of health in my opinion 

is as likely to be called out of bed on the , 
same number of occasions as the con- 
sultant bacteriologist or pathologist,— 
Dr. Hughes'. I would rather like to 
stress the fact that there is quite a lot 
of .this out of hours work, so to speak, 
and my impression is that it is growing 
with one thing and another. Certainly 
in the last few years I find myself get- 
ting busier and busier and taking more 
work home — not having to get out in 
the middle of the night, but doing it in 
late hours. 

4557. May I put jusit one further 

question on this for relativity? Do I 
take it from what you say about recruit-' 
rnent, that if toy any chance the rest of 
the medical profession were to get an 
increase in their pay, for one reason 
and another, and you did not, the 
recruitment to your branch would fall 
off? Dr. Chalke: Yes, Sir, un- 

doubtedly. 

4558. But in fact you are really on 

the whole saying that you ought to 
catch up? Yes. 

Chairman: The difference is some- 
thing that will emerge more clearly 
when we have 'the real facts. 

4559. Sir David Hughes Parry: May 
I add, Sir, and, if I understand your 
argument, irrespective of whether there 
is any general increase in. local govern- 
ment salaries to non-medical men. I 
took it that was your line of argument? 
Yes. 
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4560 Chairman : If there happened to 
be a -general increase to local authority 
nan-medical men you would not like 

to he left out?' No, in other words in 

presenting our case .this morning, we are 
altruistic in this as an academic body. 
All we are concerned with is improve- 
ment in recruitment and .the standard of 
public health work. 

4561. Are there any points that you 
feel we have not covered adequately 
bearing in mind all the time that we 
are not entitled to make any recommen- 
dations at all as to what your remunera- 
tion should be? We are trying to get 

a general picture. Sir Selwyn Selwyn- 

Clarke : One point I should like to make 
—perhaps I shall be criticised for 
making it— I would like to mention the 



point that the Prime Minister did at one 
period say that the question of includ- 
ing the public health medical officers in 
the terms of reference was being con- 
sidered. I submit the implication, is 
that the Prime Minister and his advisers 
did feel that the public health medical 
officers had reason .to be dissatisfied with 
their present status. 

4562. I think you must make your 
own interpretation of what the Prime 
Minister and his advisers were thinking. 
I cannot comment on that. Then I think 
that is all. And now we wil have a 
few words with the Association of 

County Medical Officers of Health. 

Dr. Chalke : Thank you very much 
indeed. 



(The witnesses withdrew ) 



Royal Commission on Doctors’ and Dentists’ Remuneration 

THE ASSOCIATION OF COUNTY MEDICAL OFFICERS OF HEALTH 
OF ENGLAND AND WALES 

I. The membership of the Association of County Medical Officers inoludes all 
County Medical Officers of England and Wales, and whilst it is understood that 
doctors employed by local authorities are not amongst those for whom the Royal 
Commission have been asked to recommend levels of remuneration, this memoran- 
dum is submitted on .the basis that County Medical Officers are amongst other 
members of the medical profession on whose remuneration evidence will be received. 
The Association is. submitting this memorandum of evidence because it wishes 
to draw attention to certain matters concerning the remuneration of County 
Medical Officers which it believes are not widely appreciated. Taking expenditure 
of money as a measure of the resources in manpower and the materials deployed 
in a service and the number -of medical staff as an index of the extent of responsi- 
bilities exercised, evidence is given later concerning certain representative counties 
showing the extent of change as between. 1938 and 1956 — largely in 1945_and 1948. 
Up till 1948 the remuneration of County Medical Officers was based on the 
recommendations of the Askwith Committee, first set up in 1929, but on the 
introduction of the National Health Service this function was undertaken by 
Committee “ C ” of the Whitley Councils for the Health Services (Great Britain). 
The consequence can best be expressed by a statement published in the County 
Councils Gazette of March, 1956, appearing in a report of a conference of repre- 
sentatives of local authority associations and the London County Council held 
to discuss a variety of matters concerning negotiating machinery and national 
awards : — 

“ It seems clear now, particularly since the recent Award of the Industrial 
Court giving to medical officers the same salary increases as were agreed with 
chief officers of local authorities, that the salary structure of local authority 
medical officers is tied definitely to the salary structure of other chief officers 
of local authorities. The conditions of service of medical officers are almost 
identical and, indeed, the Staff Side of Committee “C” have not been slow 
in asking for the conditions of service of the A.P.T. Council and the Joint 
Negotiating Committee for Chief Officers to be applied to doctors as and 
when changes have taken place. In the view of the Conference, medical officers 
should take their place alongside their colleagues as local government officers 
in distinctively local government negotiating machinery.” 
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With their responsibilities increased it is difficult to establish any logical reason 
for their remuneration having been dealt with by the Askwith Committee on the 
basis of comparison with other members of their profession and then after 1948 
on he basis of comparison with other Chief Officers m local government who 
have no part in the National Health Service and who are responsible for the 
administration and management of services that can be clearly identified as belong- 
ing to local government only with practically no association with similar professional 

activities elsewhere. , ^ ^ „ , .. , 

H. The Association wishes to place on record the fact that it finds it difficult 
to understand why the situation arises that the remuneration of County Medical 
Officers is not being directly considered because the terms of reference of the 
Commission refer to doctors taking any part in the National Health Service and, 
unlike any other branch of local government, Local Health Authorities services 
provided under Part III of the National Health Service Act are beyond question 
an integral part of the national services provided under this Act. 

Paragraph 4 of the Commission’s, statement on the 12th April, 1957, seems com- 
pletely at variance with the terms of reference, which have never been amended, 
It is clear that Medical Officers of Health employed 'by County District Councils 
are not included and the point occurs to the Association that these officers have 
been confused with Medical Officers of Health to Local Health Authorities. 

It will be widely -known that in the organisation and management of Local 
Health Authorities’ services, successive Minsters of Health and successive authorita- 
tive bodies such as the Guillebaud Committee have repeatedly urged the necessity 
for the closest possible integration of services as between the three mam branches 
provided under Parts II, III and IV of the Act, The inclusion of County Medical 
Officers in medical committees, associated with Regional Hospital Boards, Hospital 
Management Committees and Executive Councils is evidence of their share in the 
services. Since the management of County Council health services under Part III 
of the National Health Service Act is directed by County Medical Officers, it is 
ironical that the need for integration should be continually urged by successive 
Ministers of Health, yet those who must direct its practical application have, for 
a review of remuneration at least, apparently no part in the National Health 
Service. 



III. Whilst the Association only wishes to offer evidence in respect of the 
remuneration of County Medical Officers, it is necessary to emphasise that they } 
are doctors responsible for the management and direction of an essential part of 
the National Health Service; though they are not wholly engaged in seeing 
patients and axe partly, or wholly, occupied in administration, the latter being an 
essential factor in the Health Service. The doctor’s administrative acts are informed 
and directed by his medical and public health knowledge and experience in a way 
which is impossible for a lay administrator. Every County Medical Officer must 
be a registered medical practitioner, which means, that he has followed the same j 
training as general practitioners and specialists. In addition, he is obliged also 
to acquire a Diploma in Public Health or Degree in Sanitary Science and an 
additional qualification is frequently held. Certain of the statements concerning 
preventive medicine in the preliminary memorandum of evidence submitted to the 
Commission by the British Medical Association make clear the importance of 
services for which County Medical Officers, are responsible. Thus ; 

Para. 84 — “ Doctors maintained and improved the health and efficiency of 
the working labour forces. . . . The Health Service is an investment— 
particularly in respect of the improvement in the health of children ”. 

Para. 107 — “The first concerns of medicine are maintenance of health, 
prevention of illness, restoration of the sick ”, 

Para. 136 — The Consultant has “ considerable responsibility for advising on 
[hospital] administration on matters of policy and development ”. 

The Association realises the dangers of taking statements out of context, but . 
considers it justifiable to use these sentences as a striking illustration of, and indeed 
as tributes to, the importance of the kind of activities for which County Medical 
Officers are responsible. 
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IV. In the same memorandum the British Medical Association stresses the need 
to maintain adequate recruitment (Paras. 47 and 91) and remarks on the late age 
of entry to pension schemes (Para. 93). Both of these conditions apply forcibly to 
the County Medical Officers and the first is of paramount importance. 

Local Authority Services suffer competition from the opportunities, conditions 
of service and rates of remuneration in the various spheres of medical employment. 
The Association is convinced that the present condition of local government service 
is not attractive to young medical practitioners and that as a consequence there 
will be difficulty in the future in finding enough people of capacity to occupy 
senior administrative appointments where heavy responsibilities now exist. 

The local government services provided under the National Health Service Act, 
although a separate entity, are themselves an integral part of the National Health 
Service. All pleas for closer integration and closer association of services must he 
nullified if the two parts of the service almost entirely engaged in clinical work 
are, as at present, far more attractive to medical practitioners than the third. 

The Association is greatly concerned lest, as a result of the Commission’s finding, 
this position should be made worse. The avoidance of sickness in childhood and 
the proper care of the aged and sick at home, and well devised health education, - 
are worth a great deal to the community in terms of saving and the prevention 
of human suffering and distress. It is false economy not to give remuneration 
commensurate with that of other branches of the profession to those who provide 
the medical and administrative knowledge, and carry thr day to day responsibility 
for the workings of these services. 

V. It is .appropriate to refer to the interchange of letters that took place following 
an interview between the Chairman of the Council of the British Medical Association 
and the Minister of Health oil the 26th April, 1957. In the penultimate paragraphs 
of the Minister’s reply he said — 

“Finally, I have thought, as you asked— about the position of the public 
health medical officers. I cannot add anything of substance to what I said in 
my letter of the 17th April on this, but let me repeat that I am sure that 
any settlement for others, following the Commission’s report, could not fail 
to be taken into account considering ithe position of these officers, and any claim 
through the normal machinery would, of necessity, be considered in the light 
of the report and of any settlement subsequent to it 

VI. The present position arises from (the operation of the existing normal machinery 
of negotiating medical officers of health salaries. With all respect to the Minister, 
the Association has doubts whether his belief could be borne out in practice if, 
as the Minister appears to suggest, the existing Whitley Council machinery for deter- 
mining the salaries of Medical Officers of Health still continues to be used. The 
Minister of Health is not represented on Whitley Committee C, the negotiating 
body for the determination of salaries and conditions of service for Medical Officers 
of Health. Indeed, the salaries of these Medical Officers of Health are derived 
wholly from rate-borne funds and are not eligible for government grants under 
the present individual grant system. The British Medical Association representing 
the medical staff employed in local government service, irrespective of whether they 
are engaged on National Health Service work or not, has consistently argued in 
Whitley Committee C that the remuneration of Medical Officers in local government 
should be based upon the remuneration in other branches of the profession, but the 
Management Side has held the view that the salaries of County Medical Officers 
should be related to those paid elsewhere in the local government service. 

VII. Two main awards have been made to Medical .Officers of Health since 
1948 and both derive from findings of Industrial Courts, since agreement could not 
he reached in Whitley Committee C. On both occasions the Award of the 
Industrial Court resulted, so far as Medical Officers of Health are concerned, in a 
scale of salaries being applied on the same basis as applies to other chief officers 
of the local government service, and the Association believes it to be incontrovertible 
that the Awards of the Industrial Courts, as part of the Whitley Council negotiating 
machinery, represent a tacit acceptance of the view of the Management Side. 
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VIII. The grounds -for the Association’s doubts will, therefore, be appreciated 
since it would seem to follow that if the tenor of the Whitley Council machinery 
for County Medical Officers has, as the result of two Industrial Court Awards, been 

to relate their remuneration and conditions of service to those applicable to other I 
chief officers in the service of the County Councils, any financial settlement applicable ! 
to general practitioners and hospital staff would have no more bearing in the future 1 
than it has in the past in dealing with Local Authority medical staffs. Indeed, j 
on the present basis of Whitley Committee C procedure, the Minister’s opinion ! 
quoted above is tantamount to saying that the remunerations of chief officers in | 
local government service would need reconsideration on the basis of any settlement j 
that might be made for the majority of the medical profession. 

IX. As a matter of history it should be recalled that up to 1948 the remuneration ! 
of Medical Officers of Health, and indeed of other Medical Officers employed in j 
the local government service, was based on the recommendation of a Committee 
presided over by Lord Askwith, which was set up in 1929. This Committee based 
its recommendations not on the level of salaries .obtaining at that -time or subsequently 

in local government service generally, but on the remuneration which might properly 
be paid for whole-time Medical Officers in local government service. The recom- 
mendations were eventually accepted by a large majority of local authorities and 
in the opinion of the Association were successful in attracting and retaining in the 
local government service competent and well qualified medical men and women. 

It is well to recall that the Committee under the Chairmanship of Lord Askwith 
was not set up without difficulty and it was the Minister of Health himself who 
played a great part in bringing together the various -bodies, who eventually came 
to agree with him. At a meeting on the 25th April, 1928, when the creation of 
the Committee was under discussion, the Minister said to the representatives of local 
authorities : — 

“ The interest of the Ministry of Health in this matter lay in the maintenance 
of an efficient standard of public health service. It was not to support the 
B.M.A. as such. The Ministry had a further interest — to secure that due economy 
should be exercised in local government. Therefore, it might be put this way, 
that the Ministry desired to see the lowest ■ salaries paid that are compatible 
with the maintenance of an efficient public health service, but was an efficient 
public health service to be measured only by the efficiency of the Medical 
Officer in question? The answer to that must necessarily be in the negative 
because no Medical Officer of a county or district could adequately perform 
his or her duties, or maintain an efficient public health service, unless they were 
working in harmonious co-operation with other medical men in the district, 
and if there were antagonism between the Medical Officer and the general 
practitioners of the neighbourhood that must necessarily injure the efficiency 
of the public health service. 

It could not be expected that things would always remain where they were 
50 years ago, circumstances changed, times changed, conditions changed, and 
it was necessary to change with 'them. Nowadays, when rates of remuneration 7 
were settled — he was not speaking of public bodies in particular, but of industry j 
or any other body — they were constantly settled by collective bargaining. Every 
Government since the National Health Insurance Act had had to deal with the 
medical profession in regard to remuneration under that Act, and throughout 
had had to deal with them collectively 

The Association would go further and say that in the experience of its members | 
the salaries the Askwith Committee thought appropriate for County Medical 
Officers were, in general, higher than those paid to other chief officers in the local 
government service, and that it is true to say that in the majority of cases, after the 
Clerk of the County Council, the County Medical Officer was the best paid officer 
in the service of the Authority. 

X. The members of the Association are concerned as to the consequences which ! 
they believe are arising from the methods .whereby the remuneration of the County ! 
Medical Officers has been determined since 1948. They do not believe that the 
services provided by Local Authorities under Part III of the National Health Service 
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Act and the allied School Health Service provided under the Education Act of 1944, 
can be maintained at full efficiency and integrated closely with other branches of the 
National Health Service on the assumption that in a National Health Service 
maintained wholly from public funds there can be two grades of medical practi- 
tioner, one engaged largely in clinical medicine and the other engaged mainly in the 
organisation, management and direction of large-scale health services and regarded 
and paid as local government officers who have received medical training. The local 
government service can, and does, offer facilities for training in post solicitors, 
treasurers, engineers and architects but it cannot train medical practitioners, who 
must spend a considerable number of years in medical sohools and, when working 
in a local health authority’s service, must do so in close harmony and association 
with their professional brethren, whose remuneration is almost entirely now paid 
from public funds. 

XI. The following table gives some statistics concerning the duties and respon- 
sibilities of certain County Medical Officers, the basis of comparison beine as 
between the years 1938-39 and 1957-58 : — 







County A 


County B 


County C 


County D 


Total Population 


1938 


1,385,600 


749,900 


302,600 


108,660 




1956 


1,601,000 


902,200 


364,600 


127,400 


Population for Maternity and 


1938 


477,410 


442,750 


262,813 


82,770 


Child Welfare Services . . . 


1956 


1,601,000 


902,200 


364,600 


127*400 


Population for School Health 


1938 


692,800 


474,900 


272,230 


82,770 




1956 


1,601,000 


902,200 


364,600 


127,400 


Health Department Staffs: 












Total Whole-time 


1938-9 


362 


195 


182 


24 




1957 


1,704 


1,029 


341 


179 


Total Part-time 


1938-9 


77 


169 








1957 


1,825 


776 


358 


124 


Total Medical Staff, whole- 


1938-9 


30 


11 


12 


4 


time 


1957 


51 


21 


5 


4 


Women Medical Officers, 


1938-9 


6 


2 


3 


1 


whole-time 


1957 


35 


13 


3 


3 


Whole-time Medical Officers 












possessing the Diploma in 


1938-9 


16 


7 


4 


1 


Public Health 


1957 


13 


5 


3 


2 


Gross Expenditure on Health 


1938-9 


£407,696 


£218,062 


£87,106 


£36,515 


Services 

Annual Salaries of Chief 
Officers of County Council 


1957-8 


£2,503,740 


£1,274,985 


£582,330 


£182,947 


County Medical Officer 


1938-9 


£1,600— 

£1,750 


£1,350 — 
£1,500 


£1,600 


£800- 

£1,000 




1957-8 


£3,180-1 

£3,705 


£3,025— 

£3,390 


£2,710— 

£2,975 


£2,070— 

£2,340 


County Treasurer 


1938-9 


£1,700 (no 
scale) 


£1,250 — 

£1 ,500 


£1,000— 

£1,300 


£950 




1957-8 


£3,180— 

£3,705 


£3,075— 

£3,390 


£2,760— 

£3,025 


£1,995 — 
£2,225 


County Education Officer ... 


1938-9 


£1,500— 

£1,750 


£1,250— 

£1,500 


£1,500 (no 
scale) 


£850 




1957-8 


£3,180 — 
£3,705 


£3,075— 

£3,390 


£2,710^- 

£2,975 


£1,995 — 
£2,225 
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County Surveyor 



County Architect 



1938-9 

1957-8 

1938-9 



1957-8 



County A 



£1,500 (no 
scale) 
£3,180— 
£3,705 

£1,500 — 
£1,600 



£3,180 — 
£3,705 



County B 



County C 



County D 



£1,250— £1,300 (no 

£1,500 scale) 



£3,075— 

£3,390 

£1,300 



£2,605— 

£2,865 



£2,710- 
£2,975 

Part-time 
Architect 
employed 
with retain- 
ing fee on 
a per cent. 

basis 

£2,340— 

£2,710 



£950 

£1,995— 

£2,225 

£550 



£1,995- 

£2,225 



The differences in the populations of the Maternity and Child Welfare and School 
Health Service Areas are due to the fact that under the Education Act, 1944, and the 
National Health Service Act, 1946, those County District Councils responsible for 
these functions transferred their duties to the County Councils. 



Attention is called — 

(1) To the increase in the number of whole-time female medical officers, which i 
is due to the difficulty in recruiting men. Many of the women are mamed 
and, while appreciating that their valuable services alone enable the work 
to be maintained, because of their domestic commitments and the absence 
of the Diploma in Public Health the great majority of them have no 
intention of accepting the higher posts in the local government service. 

(2) The difference in the number of whole-time Medical Officers possessing the j 

Diploma in Public Health. Nothing could show more clearly . that the • 
number of those who have this qualification, and are therefore eligible for j 
promotion to appointments as County Medical Officers, has sharply declined s 
in proportion to the number employed and the Association is concerned as | 
to the prospects of future selection for the highest posts, where this quaM- j 
cation is essential, in the medical services of County Councils, 
xn. The purpose of this evidence is to set out certain matters in relation to the j 
duties and responsibilities that devolve upon Oounty Medical Officers of Health in . 
England ani Wales. It is appreciated that the Commission will be using remunen- j 
tion standards obtained in many professional fields for the purpose of compansoi j 
in discharging the main responsibilities laid upon them in their terms of reference, • 
The Association considers that so far as the present salary position of County 
Medical Officers is concerned the former basis of comparison no longer exists as ^ 
between them and their senior colleagues engaged in the fields of general practice f > 
and hospital work. Prior to 1948 the County Medical Officer in the local govern- ! 
ment service was not paid on a basis that was linked with other chief officers. In 
general, the remuneration that was paid to County Medical Officers was based upon 
recommendations of the Askwith Committee and those recommendations had no 
regard to the rates payable to other professional officers in the local government 
service. The Association has no doubt that in making its recommendation the 
Askwith Committee took into account the fact that County Medical Officers, like 
other medical officers, in local government service, had benefits of superannuation, 
sick pay and paid holidays that did not apply to general practitioners and the majority 
of medical staff working in voluntary hospitals. Two great changes have taken 
place since 1948 ; the first is that many of the benefits such as superannuation and 
sick pay now apply far more widely and the sceond is that the remuneration ot 
County Medical Officers has, by the operation of Whitley Oounoil machinery, become 
tied to the salary structure of other chief officers in the local government service. ! 
The Association would, therefore, wish to place on record its opinion that any 
deductions which might be drawn by comparisons as between the remuneration 
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received by County Medical Officers and their professional colleagues working in 
other branches of the National Health Service would be fallacious. The Association 
considers the continuance of the present Whitley Council arrangements whereby the 
chief medical officers of County Councils have their basis of remuneration tied to 
that of other chief officers is, in the long run, inimical to the proper functioning of 
the National Health Service because it is futile to believe that, in the final analysis, 
recruitment for higher medical posts in one branch of the medical service can be 
compared with the recruitment to branches of other local government services. 

XIII. Reference has been made to the then Minister of Health’s statement to the 
representatives of local authorities when the Askwith Committee was being formed 
in 1928 and the Association believes that the final note of this memorandum should 
be to repeat that what the Minister said then is just as true now. “No medical 
officer of a County or a District can adequately perform his, or her, duties or 
maintain an efficient health Service unless he is working in harmonious co-operation 
with other medical men in the district.” There cannot be harmonious co-operation 
between members of the medical profession if members of one section in the 
National Health Service are regarded, for remuneration purposes, by their employers 
not as medical men but as local government officers with medical training. 



Examination of Witnesses 

Dr. A. Elliott 
Dr. J. S. Cookson 
Dr. C. D. L. Lycett 
Dr. G. Ramage 

on behalf of the Association of County Medical Officers of England and Wales, called 
and examined. 



4563. Chairman : Now you have 

listened to the previous evidence?' 

Dr. Elliott : Yes. 

4564. And we have I imagine covered 
a very great deal of the ground that 
is' of interest to you, is that so? — 1 — Yes, 
Sir, quite a lot of it is common ground. 
Of course the point of the Association 
of County Medical Officers is that it 
includes all the county medical officers 
in England and Wales, all of whom are 
engaged in National Health Service 
work. All the county medical officers are 
engaged in National Health Service 
work, although the purpose of their 
appointment was required by other legis- 
lation. We have touched on the point 
where we say the whole of our 
remuneration is at present borne by the 
rate funds. Some of our county-district 
colleagues are not employed in the 
National Health Service as such. 

4565. You are employed in ,the 
National Health Service and that is one 
particular reason why you would have 
hoped that you would have been within 

our terms of reference? We would 

have hoped so. We realise that we are 



not. 90 per cent of our work is con- 
nected with school health and National 
Health Service work, and the other 10 
per cent is in relation to general medical 
duties, some arising out of other legis- 
lation, and some arising out of medical' 
functions relating to our county staffs. 

4566. Now on the particular points 
then that you would wish to make, you 
give us some very interesting figures on 
recruitment, which is one of (the subjects 
that seems 'to us to be most important* 
Are you having the same kind of diffi- 
culties as your colleagues, or is it not 

so marked? We have not the same 

kind of difficulties. In my view — and I 
have been in the local authority ser- 
vices for nearly 25 years — we can only 
manage to maintain our services by re- 
cruiting women, mainly married women. 
I am not in any way denigrating their 
services, but I think we made the point 
that it is a common experience in coun- 
ties that we are maintaining our service 
by employing people who for domestic 
and other reasons do not wish to seek 
promotion on the preventive side. This 
does not make us feel happy about the 
future administration of local authority 
services. 
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4567. Do you And when there are 
vacancies to he filled, senior posts, that 
there are not many people apply for 

them? 1 think, Sir, without a doubt 

that what was said by the Society is true. 
Two months ago we advertised a post 
for what I would call a beginning 
administrative assistant on my central 
staff. There is my deputy, three senior 
assistant specialists and we wanted one 
below. Now I recall the same post 
being advertised 20 years before the 
war started, and then there were 42 
applicants and out of a short list of_ five 
four have done extremely well since. 
On this occasion there were ten appli- 
cants, 'two or whom only were _ worthy 
of interview, both were in their fifties 
and neither was suitable because they 
are older than all the rest of us. We 
have not been able to fill that post. It 
is not easy at the present moment, in 
county councils at least, to find people 
who have followed the public health 
service. Clearly we can make it a career 
on promotion for people who eventually 
come out at the top, but the stream is 
not as broad as it was. — Dr. Ramage : I 
agree with that. Also as it is easier for 
people now to obtain posts, unfortun- 
ately there is not the same urge on them 
to go through the long process of 
acquiring experience which was described 
by our colleagues. 

4568. Here is perhaps something we 
did not touch on. To what extent, Dr. 
Elliott, do medical officers of health 
when they have reached the senior status 
as a M.O.H. tend to stay in the same place 
regardless of the fact that after a very 
few years they reach the salary ceiling 
for the post? To what extent do they 
move on to bigger, and therefore rather 
more highly paid posts? That may apply 
more in the towns than in the counties. 

Dr. Elliott : We can only speak, and 

would only wish to speak, on this matter 
for the counties. 

4569. People would go from the 

county to a town- and vice versa? , 

Not so much. Since the war I recall 
only one county medical officer who has 
come from a town. All the others come 
from counties, either small counties or 
from largish counties where they were 
deputies. 

4570. Why is that? I am rather sur- 
prised to hear that there is this marked 
line of differentiation so that on the 
whole there is not much flow between 




the counties and boroughs. -fl r , j 

Ramage: I think there is more move- 1 
ment at the next lower level of appoint- 
ment. I can cite myself, for instance; 

I came from a county borough to my 
present authority as deputy, and I thin! 
that is the experience of a number of 
authorities. Their deputies may be re- 
cruited more widely, but as the adminis- 
tration of .the department and other i, 
aspects of the work are considerably dif- | 
ferent in the counties, when it com,es ; 
to the appointment at the ceiling they ■ 
tend to take ithe person who has had at j 
active part in the administration of the ' 
county! — Dr. Lycett : I think the answer I 
is also in the small number of authorities ( 
with large populations, and therefore 
larger salary scales. Speaking as a medical 1 
officer of a medium-sized county, in fact 
there are very few authorities that offer 
any real financial inducement owing to 
the small number of large authorities and 
to the ways in which the authorities con- 
cerned have interpreted this proviso of 
discretion where there is over 600,000 
population. 

4571. I am sorry, I have not quite 

got that point. It was brought out 1 

think during the evidence of the Society 
of Medical Officers of Health that 
authorities with populations of over 
600,000 had discretion as to the scales 
they applied to medical officers of health, 
Clearly, if they applied their discretion 
fairly largely there would be scales for 
the post much above those of the medium 
authorities, and more incentive to move 
for promotion. As it is there is not a 
great deal in it to make up for the cost 
of moving, and one thing and another. 

4572. I think on the figures that you j 
give in your paragraph XI for county ! 
medical officers on the whole three out / 
of four of them would seem to be re- 
ceiving incomes right up to the over 
600,000 class. That is right, is it not? 

Dr. Elliott: But, Sir, A and B are 

at discretion. — Dr. Ramage : There are a 
number of counties with populations 
oyer 600,000 which have decided that the 
rate of 400,000 to 600,000 should not be 
exceeded. 

4573. It would mean that just as the 
borough medical officer from a borough 
of over 600,000 probably does not apply 
for any job as a county medical officer, 
similarly most county medical officers j 
do not really go except to your biggest 
towns, would that also be true? Once 
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vmi are within one branch or other you 

stav there? Dr. Elliott : I think that 

is true One naturally wishes to stay in 
a particular branch. Most have started 
at a fairly early age. If you are in the 
county you go on for the county, but 
then you do get applicants for special 
idbs in the county and county boroughs. 
An appointments committee of a county 
borough seeking a medical officer of 
health would I think rather be inclined 
to go for a man who had been with a 
county borough, and the same would 
apply to the county. The county medical 
officer in Hampshire appointed recently 
came from Bournemouth, but by and 
large I think that is true. 

We really are not putting to you our 
view on salary and fixing of salaries. 
We realise the point that you are not 
in that sense the Industrial Disputes 
Tribunal or the Industrial Court. I 
think what we want really to say with 
considerable emphasis, is that . the 
National Health Service is a tripod. 
There are three branches. It is a com- 
prehensive service. The young practi- 
tioner, that is, the doctor in his late 
twenties, in the case of the hospital ser- 
vice, and in the case of the general prac- 
tioner field, knows he is going into those 
fields, he knows he is going to be 
employed and remunerated as a pro- 
fessional man, as a doctor. When he 
comes to the third branch of the ser- 
vice there his. remuneration is based 



upon the fact that he is a local govern- 
ment officer first and a doctor second. 

| It is clear therefore that for the young 
I man who had not up to that period had 
I any contact with local government, who 
! has been almost entirely brought up in 
i the hospital field, because that is where 
his training takes place, the weight is 
against him to go in for the field where 
it is made quite plain that he is a local 
government officer, and not a profes- 
sional officer which previously he has 
been treated as. 



4574. Is that a new feature, or was it 

exactly the same in the old days?/ 

No, Sir, it is entirely new since 1948. 
In fact it did not really apply until the 
first Industrial Court Award of October 
1950. From 1929 until 1948, and until 
1950 when we had the carry-over, 
doctors in the local government service, 
whether employed in hospitals, mental 
hospitals or general hospitals, whether 



employed in the field, were dealt with 
as doctors. The scales, as we have 
endeavoured to point out in our 
memorandum, had no regard to what 
was' paid elsewhere in local government, 
and it is a point we want to emphasise 
again. You have already had it, but 
we are quite unable to see why there 
should be a link between the salaries 
of doctors in local government and other 
non-medical .people. It is a matter of 
administrative convenience that certain 
services are administered 'by the elected 
body, but there is no community of 
interest between the other county officers 
and the county medical officer. They are 
not recruited from the same field. It 
could well have happened, as in the 
case of the executive councils in 1948, 
that the National Health Service Act had 
set up separate public health boards 
independent of County Councils and it 
could not then have been, argued that 
the salaries of doctors employed by 
public health boards to carry out Part 
III services should be linked to local 
government. If they had been surely 
the hospital services should have been 
linked to local government too. We have 
taken the view that it is only a matter 
of administrative convenience that the 
Part III health services are administered 
as part of local government and it does 
not mean there should be this link of 
salaries of chief officers. 

4575. You do fed that lin all there must 
be some relativity between all kinds of 
people, whether local government or 
private industry, or anywhere at all? 
There must ibe some sort of relationship 
between wtliat different people are earn- 
ing in their grade, and you cannot con- 
sider any particular group of people 

completely separately? 1 am rather 

outside my terms of reference here, but 
can you make such a broad generalisa- 
tion? It is a matter of the supply and 
demand in /employment, and so on. 
W'hat we want to say as an Association 
is this, that come what may we believe 
that in the future of the public health 
service all local government doctors 
should he treated as doctors ffirougfhout, 
that the position that arose when doc- 
tors were paid from public funds, by 
local authorities from 1929 to 1948 
should still continue, and' that there 
should be a separate negotiating 
machinery. While ,we naturally hope 
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the arguments of two sides, and the 
Industrial Court decided in favour of 
the Management Side. The second 
Industrial Court Award was concerned 
with cost of living, but the same battle 
was fought over again with the same 
result. The principle established m 195U 
has not been disturbed, and of course, 
the trade union question of reference 
to the Industrial Disputes Tribunal can- 
not arise. The situation that we have 

outlined here whereby since 1950 this 
tie-up has been between the doctor and 
the other local government chief 
officers was not the case from 1929 to 
1950. 



4586. Chairman : Now on a somewhat 
different point, have you any idea as to 
the average age at which somebody will 
achieve the status of county medical 
officer? I mean in present circumstances, 

I am not looking back to the past.— 
There are only 62 counties, 63 counting 
the L.C.C., which usually counts 
separately, although Dr. Scott is a mem- 
ber of our Association. It so much 
depends on the mortality rate, or the 
retirement rate of existing county 
medical officers. Frequently the deputy 
is appointed. It is so fortuitous, I _ do 
not think there can be any generalisa- 
tion. 

4587. We have had some figures about 
the age at which people will achieve 
consultant status, and so forth, and I am 
wondering whether in fact most people 
will achieve full county medical officer 
status by, for instance, 40 or 50 or not? 

Dr. Ramage: It would be a lucky 

man who achieved his chief post at the 
age of 40. It has happened, but usually 
it is about 40 plus. 

4588. That is the sort of age? 1 

think if we take the L.C.C. we would 
have to say it would be well over 50, 
but that is perhaps rather exceptional. 

4589. Sir Hugh Watson : Quite outside 
this point and separately by itself, is 
there any interchange between Scotland 
and England of county medical officers 

of health? Dr. Elliott: Practically 

none. — Dr. Ramage: I think it is one 
way. — Dr. Elliott: I cannot recall any 
appointment having been made of 
county medical officers from Scotland. 
In a number of counties medical officers 
are Scots having started their public 
health career there. 



I would not like the Commission to 
take entirely the point that you must be 



at least 40 before you become a county 
medical officer. I would say the answer 
is broadly correct. I do not think there 
is much chance after 50. The authority 
would took for a younger man. 

4590. Chairman : I was trying to get 
an approximate relationship between the 
age at which people normally tend to 
become consultants, which varies, and , 
that at which they tend to become county 
medical officers. It is a bit different, but 

not very much different? 1 The man 

who got it at 40 plus would think he was 
fortunate. 

4591. Sir David Hughes Parry : I take . 

it the competition for the higher posts is 
still very keen? Yes, Sir. 

4592. One has to try to look at the 
structure as well, because we have to 
look over the whole period. I was taking 
County A in your table and they had 
in 1938, 16, but they now have 13 whole 
time medical officers. How many of those 
are aspiring to be chief medical officer 

of health? 1 think you have read the 

wrong figures. At the moment we have 
51 whole- time medical officers, as 
opposed to 30 before the war. Taking 
those in possession of 'the Diploma in : 
Public Health it was 16 then and 13 
now. The point in putting the figures in 
about the D.P.H. is that only those 
officers are eligible to become deputies or j 
principals in counties. 

4593. That is why I chose them.; — 
Out of that total number, you must 
relate it to -the total, many of those are 
expecting to stay as they are. 

4594. I am looking at those who are 
really fully qualified to be considered, 
How many of those can expect to be j 
chief medical officer of health? — , 
County A is my own county, of course. 

4595. I did not know that. Or. 

Ramage : I think it is true that those who 
have got their Diploma in; Public 
Health and who have decided to 
make public health their career, 
necessarily have a better prospect of 
ithe senior post. But I come back to the 
point again — and I (would not like to 
criticise these men who come in par- 
ticularly— that it is true that they get the 
post now with less experience man 
formerly. — Hr. Cookson : Can I make 
a point here from the point of view of : 
the smaller counties? We have spoken 
of the counties A, B and C. If you turn 
to those in county D, I think the effect ot 
the pyramid that we were speaking ot 
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this morning is even more marked, be- 
cause although one does not want to 
make much of the differentiation between 
the counties A, B, C and D, we do see 
there a great deal of difference in the 
remuneration between those in com- 
parable counties D, to the other branches 
of the profession. If we could take just 
one example, that in 1938 a county D 
employed four medical officers more or 
less of that particular grade, and now 
they employ one ; the other three have 
gone into other branches of medicine, 
and there their remuneration is that of 
consultants. So one has the difficulty of 
status and remuneration in counties D 
perhaps rather more marked than in the 
other ones. Now there are 18 county Ds 
with a population below 150,000, roughly 
a third of your total of your 62 counties. 
There are quite a number of county Ds 
and very few county As. 

4596. Chairman : The county D rates 
before the war were fairly low. They 
have gone up quite sharply, as have the 

salary increases. If we are to consider 

ourselves as doctors, I would compare 
myself with the other three doctors who 
were in county D before the war who 
are doing similar work now to what they 
were doing then, and are now paid as 
consultants with the status of consultants, 
which is very considerably in excess of 
the figures which have been given under 
county D. The status of the county 
medical officer of the county D if it were 
in any way connected with remunera- 
tion must have dropped substantially. 
—Dr. Elliott : I think Dr. Cookson is 
probably referring to the position of the 
old tuberculosis officer who became chest 
physician in 1948. It did so happen that, 
dealt with under the old Askwith Agree- 
ment, one officer’s salary overnight was 
trebled by changing from one branch of 
the National Health Service to the other ; 
by going from the local authority service 
to the public service his salary was 
trebled overnight. — Dr. Cookson : May I 
add on that that the same applies to the 
medical superintendent of the mental 
hospital, and ithe same applies to the 
medical superintendent of a general hos- 
pital ; it is not just the chest physician 
and the tuberculosis doctor. So far as 
county D is concerned there were four 
senior medical officers who were 
employed in 1938 to 1939 ; three are now 
consultants and one is remunerated with 
the same status as the other chief officers 



of the local authority. That applies in 
county D, but does also apply in 17 other 
counties. 

4597. Mr. Bonham-Carter: All the 
witnesses we have heard this morning 
obviously feel very strongly and deeply 
about this thing, and therefore there is 
one last question I want to put about it, 
this link between the 'M.O.H. and the 
other local authority officers. Does that 
arrangement preclude the doctors’ 
remuneration being on any occasion 
looked at by itself with a view to making 
sure that 'the normal law of supply and 

demand is being applied? Dr. Elliott : 

First of all, Sir, of course any chief officer 
in local government can have a salary 
scale fixed from a range. There is discre- 
tion, as you know, according to the 
population, so it is theoretically possible 
for the county medical officer, or for the 
county treasurer for that matter, to have 
a different salary, and this appears clear 
on the basis of the law of supply and 
demand. If you ask me personally 
whether local authorities proceed on that 
basis, in my view they do not. — Dr. 
Ramage : Yes, I should agree with that. 
The local authorities have worked out 
this case very forcibly at ithe Industrial 
Court, and we feel that they 
reached by administrative convenience, I 
might even say by conclave, the classify- 
ing of al their heads of departments. I 
think we find it hard to say in the years 
1929 ito 1950 that their machinery 
worked badly just because the medical 
officer received a little more than the 
other officers. It was the case in my 
own county. I first came as deputy in 
1940 and succeeded in 1946, and there 
was a differential in salary there, but the 
service seemed - ito work perfectly 
satisfactorily. 

4598. Your argument then is that if 
they reached a point that there was such 
a shortage of applicants for the post of 
county medical officer they would still 
be so hidebound that they would not 
adjust the salary accordingly; they are 

bound by this Industrial Court? That 

is the impression one has from the force 
of the range of arguments that 'they put 
forward. — Dr. Elliott: At the present 
moment there is no shortage of county 
medical officers. All we are saying is 
that you have, of course, three grades, 
principal, deputy and senior assistant, and 
it is our senior assistants where our 
troubles are coming. We cannot recruit 
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the men we want, and ^ 

ment is not as wide as it was 20 years 

ago. 

4599. Chairman : I think it was put to 
us bv Dr. Tiiley, who is a county medical 
officer, that one of the important .dif- 
ferences was that before the war, yours 
was the only branch of .the medical pro 
fession that qualified for pension and 
superannuation, .and. that now other 
branches come mto.it and ^ * a L' a 
a difficulty of reormfineA. Would you 
go all tihe way with Dr. Talley on that? 

No, Sir, I would not. One has to 

take superannuation into account, but i 
do not think a young man of 25 or zo 
attaches all that importance to his Pen- 
sion at the age of 65, and I am sure that 
women do not attach all that importance 
to it because I presume they hope they 
are going to gat marriM, and .the pension 
does not matter. We believe, again 
coining back to the same point, and you 
must be tired of hearing it that from 
1909 up to 1948 practically the whole ot 
the whole-time salaried medical profes- 
sion were in local government service, 
either outside or inside 'the hospitals, 
but in local government service. Now 
die State 'has become the paymaster 
and .there is a difference between the 
three branches of the service in the 
attitude of the paymaster to the person 



who receives the pay. In two cases, in 
two branches of the service the payment 
is made to the doctors as doctors, and in , 
the other one it is not, they are secondly 
doctors. — Dr. Ramage : 1 think if I may 
comment on that, we do. not want to be 
drawn too far on this question of 
salaries, buit we wish to be doctors come 
what may, whether up or down. When 
we make a comparison of doctors with 
people in local authority work before the : 
war and make the comparison now, the 1 
fact that the other doctors may receive | 
the advantages of superannuation and so 
on should be borne in mind. In reality ! 
the doctors in local government prior to 
the war were better off than appeared 
from just looking straight at their 
salaries, and that advantage has gone. 

4600. I do not think I have any more 
questions. Do you feel you have made 

that point sufficiently? 1 think we 

have made it, thank you very mudh. 

4601. I rather understand you want to 
be thought of as doctors! (Laughter) 
Then I think that concludes the meeting 
unless you have any other point? — 
Dr. Elliott : We Wish to thank the Com- 
mission very much for hearing us 
separately. We do very much appreciate 



(The witnesses withdrew .) 



(31066) Wt. 4380— 



Printed and published in Great Britain by 
Her Majesty’s Stationery Office 



K4 7/58 D.L. 



S.O. Code No. 73-33-11 



1 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Royal Commission 
on Doctors’ and Dentists’ 
Remuneration 



MINUTES OF EVIDENCE 

19 

Nineteenth Day, Thursday, 15th May, 1958 



WITNESSES 

Medical Research Council 

Committee of Vice-Chancellors and 
Principals of the Universities of the 
United Kingdom 



LONDON 

HER MAJESTY’S STATIONERY OFFICE 
1958 

PRICE 3 S. 6d. NET 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Witnesses 



medical research council 



Sir Harold Hjmsworth, K.C.B., 
M.R.C.S. 



F.R.S., M.D., M.B., F.R.C.P 



■'} 



Pages 982-1008 
Questions 4602-4690 



committee of vice-chancellors and principals of 

THE UNIVERSITIES OF THE UNITED KINGDOM 



Sir Philip Morris, C.B.E., M.A., LL.D. 

R. S. Aiticen Esq., M.D., F.R.C.P., F.R.A.C.P., LL.D. 



J. S. Fulton Esq., M.A. 

T. M. Knox Esq., M.A., LL.D. 

D. W. Logan Esq., D.Phil., M.A., B.C.L. 
Sm Folliott Sandiord, K.B.E., C.M.G. 



^ Pages 1009-1032 
’ Questions 469 1-4809 



Printed image digitised by the University of Southampton Library Digitisation Unit 



MINUTES OF EVIDENCE 



TAKEN BEFORE THE 

Royal Commission on 
Doctors’ and Dentists’ Remuneration 

NINETEENTH DAY 

Thursday, 15th May, 1958 

Sir Harry Pilkington {Chairman) 

Mr. J. H. Gunlake, C.B.E., F.I.A., Mr. I. D. McIntosh, M.A. 
F.S.S. Sir David Hughes Parry, Q.C. 

Professor John Jewkes, C.B.E. 

Mr. W. A. Fuller, D.S.C. {Secretary) 

Mr. J. B. Hume {Assistant Secretary) 



Explanatory Note by the Royal Commission 

The .following list of topics was drawn up by the Royal Commission and issued, 
along with an invitation to submit evidence to all representative medical and other 
interested organisations. 

ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 

(i) The quality and quantity of recruits (a) offering themselves and {b) accepted 
for training as medical students. 

(M) The quantity and quality of newly qualified doctors. 

(Mi) Wastage of men and women during training and in the first few years after 
qualification with any remarks on incidence and causation. 

(iv) The cost and duration of training and the extent to which the cost is or should 

be met from grants (including both the adequacy of the grants and the 
proportion of students receiving them). 

(v) The position and prospects of a newly qualified doctor. 

(Vi) Any trend to excessive resort to certain branches of the profession at the cost 
iof others. 

(vn) The relative advantages and disadvantages, financial and otherwise, of service 
as:— 

(a) a principal in single-handed general practice, 

{b) a partner in general practice, 

(c) ,a whole-time consultant in the National Health Service, 

{d) a part-time consultant with the maximum number of sessions, 

(e) a part-time consultant with only a few sessions, 

. (f) a Senior Hospital Medical Officer, 

(g) a doctor in any other sofrbof practice or employment. 
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(viii) The difficulties encountered by members of the registrar grades. 

<dx) The difficulties of entering general practice, with special reference to the 
position and prospects, financial and otherwise, of assistants. 

(x) The importance of private consulting practice as an incentive to entering the 

consultant branch of medicine. 

(xi) Expenses in general practice, how far they vary above and below the average 

and how far payments, e.g. towards capital, have to be made which are not 
allowable as expenses for Income Tax purposes. 

(xai) Comparative treatment for Income Tax purposes and in relation to expenses 
of whole-time and part-time consultants (in the National Health Service, 
(xdii) Any anomalies in the methods of payment of any branch of the profession, 
^.maldistribution as opposed to wrong total volume. 

(xiv) Comments on the present system of calculating and distributing general 

practitioners’ remuneration through a central pool. 

(xv) General comments on the system of merit awards and the method of allotting 

them, with any suggestions for an alternative system. 

(xvi) Particulars of financial stringency suffered by any classes of doctors illustrated 

by personal budgets of practitioners. 

(xvii) Special considerations of Which account ought to be' taken in discussions of 
medical remuneration. 

(xviii) Specific proposals for medical remuneration. 

(xix) The practicability of the profession establishing a fixed scale of payments for 

assistants in general practice. 

(xx) Proposals for specific machinery or procedures to be established for dealing 

with future discussions of medical remuneration. 

(xxi) Any factors other than remuneration which are affecting the contentment of 

general practitioners. 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 
MEMORANDUM FROM MEDICAL RESEARCH COUNCIL 
Abstract 

A. In organising for the present and future needs of medicine, it should be recognised 
that the concern is not with a single discipline, but with a series of interrelated 
subjects, all of which must be adequately provided for as each is indispensable to the 
final practical outcome. To this end, the system of remuneration of those engaged 
in the service of medicine — and particularly in medical research where the medicine 
of the future is taking Shape — Should be such as to impose no artificial obstacle to the 
natural distribution of the available talent between its different branches as need and 
opportunity develop. 

The Medical Research Council, as .the body primarily responsible for medical 
research in this country, feel that the present system of remuneration imposes such 
obstacles, and that these, by their continued operation, are likely to have an in- 
creasingly deleterious effect upon the development of medicine in this country. 

B. The basic remuneration of consultants and of research workers in all branches of 
medicine is approximately the same, but, in certain branches, workers receive addi- 
tional remuneration in the form of a Distinction Award. The total remuneration of 
these latter can thereby be raised to almost double that of the former. 

C. Were this differentiation related to the developing needs of medicine or to the 
distinction 'Of the workers concerned, its inevitable influence upon the distribution 
of the available effort and talent might be justified. But it is not. Thus out' of the 64 
medical research workers now in post who are Fellows of the Royal Society, 54 are 
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ineligible for the higher rate of remuneration ; of the four living British Nobel Prize- 
winners in medicine (including one who was awarded the prize jointly for the intro- 
duction of penicillin) none are, or, if in post, would have been, eligible. Further, as 
al branches of medicine merge imperceptibly into each other, there is no clear and 
indisputable point an the nature of the work at which the present gross differences 
in remuneration could be imposed without creating (as they have done) disturbing 
anomalies. 

D. The (Medical Research Council are not opposed to the system of Distinction 
Awards in principle ; but what they must oppose is the restriction of eligibility for such 
awards to a particular section of medicine to the neglect of its other branches. They 
feel, therefore, that earnest consideration should be given to the possibility of extend- 
ing eligibility for Distinction Awards to all workers in the field of medical research. 
In terms of numbers the problem is small ; in principle it has already been partly 
solved in Northern Ireland. 

royajl commission on doctors and dentists remuneration 

Memorandum from Medical Research Council 

REMUNERATION AND THE DEVELOPMENT OF MEDICINE 
THE EFFECTS OF THE DISTINCTION AWARD SYSTEM 

1. During the last hundred years, medical knowledge has advanced more than 
in any other period of history. Inevitably, in the process, 'it has become increasingly 
complex and the natural result has been increasing specialisation and the extension 
of interest into ever widening fields of contiguous knowledge. This trend will 
continue. In organising for the present and future needs of medicine it is, therefore, 
necessary to recognise that we are concerned, not with a single discipline, but with 
a series of interrelated studies, each 'indispensable to the final practical outcome. 
Thus, even when attention is specifically 'turned to that part of medicine which is 
directly concerned with the care of the sick, the larger structure of modern medicine 
needs to- be kept in mind so that suitable provision is made for each of its components 
to make its own essential contribution. 

2. Adjustments of and additions to medical organisation are particularly necessary 
at the growing edge of medical knowledge, that is, in the research field ; and it 
is here that the full complexity of modern medicine is most apparent. Today, 
behind any new measure which finds its expression in policy or practice lie many 
diverse contributions, not all of which are such that their essential nature, or even 
their existence, is readily appreciated. Perhaps no single event has more transformed 
medical practice than the discovery of antibiotics ; yet the introduction of penicillin 
into clini cal medicine was made possible only by the work of pathologists, 
bacteriologists, biochemists, pharmacologists, toxicologists and organic chemists. 
Similarly, our present understanding of many illnesses and their rational management 
is based upon physiology and biochemistry ; radiotherapy is completely dependent 
on medical physics and radiobiology ; the control of malaria rests upon the contribu- 
tions of entomologists, toxicologists and chemiOitherapists. These examples could 
be multiplied, but they suffice to show that 'both the progress of medicine and the 
efficiency ultimately attainable in practice are today largely dependent upon the 
maintenance and development of a wide-ranging organisation of men with interlocking 
and complementary activities. 

Any system of 'organisation which failed to provide for this, or placed obstacles 
in the way of its development, would rightly give rise to grave concern. It is because 
the Medical Research Council, as 'the body primarily responsible for medical research 
in this country, feel that the present policy regarding remuneration of those engaged 
in the service of medicine threatens harm to mediical research, that they have sought 
this opportunity of laying their views before the Royal Commission on Doctors 
and Dentists’ Remuneration. They particularly refer to one feature of the present 
scheme of remuneration, the system of Distinction Awards 'by which salaries m 
some branches are augmented far beyond those in others. 
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Printed image digitised by the University of Southampton Library Digitisation Unit 



986 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



3. The ability 'to advance knowledge is not com noon and the total research talent 
available in the medical field will always be ’limited. . The dependence of medicine 
for its development on research makes it all the more important to ensure that those 
capable of original investigation, should 'be employed to the best effect. If 
medical profession is so organised as to provide opportunities for research, the 
potential original investigator will naturally find . his way into a research career ; 
his strong desire to follow his own bent in advancing knowledge may even lead him 
to take up such a career .at some financial disadvantage. If however the dice are 
too heavily loaded economically against the research worker, many will hesitate to 
accept what must ibe regarded as an unreasonable sacrifice of their own interests, 
and even more, the interests of their families. The restriction of eligibility for 
Distinction Awards to one section of ’those engaged in the service of medicine has 
had the result that men in some branches of medicine, and particularly in laboratory 
research, find themselves in receipt of little more than half the remuneration of those 
in -other branches. 

4. Inevitably, disparity in remuneration of this degree has led to discontent, 
particularly as all remuneration comes eventually from the same source, the public 
funds. Since medically qualified research workers are recruited from the same 
manpower pool us those aiming at consultant .and specialist .posts, the continued 
operation of the Distinction Award system in its .present form is bound to hinder 
recruitment to certain essential branches of medicine, and so ultimately, by leading 
to maldistribution of ability, to .retard the advance of the whole. To appreciate 
the full effects of the anomalies created by this system, it is necessary to examine 
it -in -more detail. 

-Before doing this, however, it is necessary to draw attention to a point which might 
■otherwise lead to -misconception. The salary structure and grading -of posts in the 
Medical Research Co-un-cdl’s service are deliberately aligned to -those in the 
Universities, and the same broad division of the subject into clinical, paraclinical 
and preclinical is followed 'by both. The Universities have, however, other 
responsibilities .than ithe development of medicine, and it should not be thought that 
the Council, in presenting the matter as -they know it, sedk in any way to speak for 
the Universities. 

The System of Distinction Awards 

5. There are three grades of Distinction Award: -Grade A, £2,500 per annum; 
Grade B, £1,500 iper annum; Grade C, £500 per annum. Of those eligible, 4 per 
cent, receive Grade A awards ; 10 per cent. Grade B, and 20 per cent. Grade C. 

The Distinction Award is an item of remuneration, paid in -addition to the basic 
salary, and counts equally with this for such purposes as pension. 

To a person, judged eligible, who receives his basic salary from some source other 
than the National Health Service (such as a University Professor or Medical Research 
Council employee in certain branches of medicine) a Distinction Award is payable 
on the strength of an honorary contract with that Service. 

The basic salaries of consultants in the N.H.S., and of academic and research 
workers in senior clinical posts, all have the same upper value, although progress 
up the scale for consultants and specialists is .by automatic increments whilst 
progress up the academic and research scale is by separate acts of promotion. The 
basic salaries for non-clinical academic and research posts have a lower upper 
limit; £3,000 p.a. as against £3,250. 

The proportion of a Distinction. Award payable -to any individual is determined 
on the basis of -the actual time spent in the particular activities deemed to qualify 
him for such an award. Thus a whole-time employee in the N.H.S. receives the 
whole award ; a part-time employee a corresponding fraction. From the start 
of the N.H.S. in luly, 1948, until .March, 1955, whole-time senior workers in the 
Universities, and with the .Medical Research Council in certain branches, . were 
paid the whole of an Award. Thereafter, they were paid- a fraction according to 
the time spent in certain activities. This ranged from the whole Award if they 
spent 21 or more -hours a week, to 3/20 if less than 3i hours. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF MEDICAL RESEARCH COUNCIL 



987 



6. Distinction Awards are conferred 'by the Ministry of Health on the recom- 
mendation of a special national Committee which includes representatives of the 
Royal Colleges and Scottish Royal Corporations, and one representative each of 
the Universities and the Medical Research Council. 

The grounds for conferring such an Award are : “ . . . to recognise special contri- 
butions to medicine in the field of research or otherwise, exceptional ability or any 
outstanding professional work (other than administrative) . . .** (Report of the 
Interdepartmental Committee on the Remuneration of Consultants and Specialists, 

p. 11.)* 

7. The definition -of the criterion for eligibility for a Distinction Award has not 
been easy. The terms of reference of the Interdepartmental Committee which made 
the original recommendation necessarily limited them to considering only a section 
of those engaged in the service of medicine : “ . . . registered medical practitioners 
engaged in the different branches of consultant or specialist practice in any publicly 
organised hospital or specialist service.” Such services being concerned with the 
day-to-day care of patients, the recommendations were, understandably, interpreted 
as being restricted to those directly engaged in such work ; that is, those who had 
what is called clinical responsibility. 

It has, however, proved difficult to draw a line on this basis. Medicine .is one 
and its different branches merge imperceptibly: the clinical subjects proper, such 
as internal medicine and surgery, merge into the so-called “ paraclinical” subjects 
such as pathology, bacteriology and pathological chemistry, and these in turn into 
the “ ipreclinical ” subjects such as physiology, biochemistry and pharmacology. 
The result has been that, in practice, eligibility has been conceded to some, but not 
all, holders of certain paraclinical posts (and in one part of the country persons, 
in'preclinical posts as well), but has been denied to others engaged in similar 
work. 

The Present Working of the Distinction Awards System 

8. Of the considerations to be taken into account when making a recommendation 
for a Distinction Award, the first to ibe mentioned is “special contributions to 
medicine in the field of research *\ 

To the best of our knowledge, this consideration has been given full weight 
by the national Committee recommending such awards, in so far as they were 
able to do so within the restrictions on eligibility to which reference has been 
made. But if attention is directed to the larger picture of medicine, the result 
is disquieting. 

Taking as the whole scope of medicine the variety of studies comprised in the 
medical faculty of a University or supported by the Medical Research Council, 
the result is as follows : — 

Of the 64 Fellows of the Royal Society engaged in such studies and at present 
in post, 54 are ineligible for Distinction Awards. Of the four living -British Nobel 
Prizewinners in medicine (including one who received the awiard jointly for the 
introduction of penicillin), all are (or if in post would have been) ineligible. 

9. Mention has been made (para. 6) of the difficulty of confining eligibility for 
Distinction Awards to those directly responsible -for the day-to-day care of patients, 
so that, in practice, it has been conceded that some but not all holders of para- 
clinical posts should be eligible. This has led to disturbing anomalies. 

The concession regarding holders of posts in paraclinical subjects has primarily 
depended upon the man’s place -of work. If he were working in an institution, 
such as a medical school, related to a hospital, it was usually found possible to 
arrange that he be made an honorary consultant to the hospital, and thus become 
eligible for a Distinction Award. If, however, he were working in an _ institution 
unrelated to a hospital, then, irrespective of the nature of his work, it was not 
possible to make such an arrangement and he remained ineligible. 
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This situation has led to considerable practical- difficulty. Ia the case of the 
Medical Research Council, whose staff are .placed in many different institutions, 
gross ffifferences in remuneration may occur -between different individuals which 
Ire related neither to the merit nor the nature of their work, but to where they 
happen to be placed. Instances have occurred in which it has proved impossibk 
to m“fer a min to a more responsible job, even when both are under the Council’s 
direction because to do so would have meant changing his place of work from 
one in which he was eligible to one in which he was ineligible for a Distinction 
Award. 

10. Although the first Distinction. Awards were paid retrospectively to My, 1948, 
the awards were actually made only in 1950. The seven years- that have passed since 
then hardly allow time for the full effect on .recruitment to fee non-dmical branches 
of medicine to be felt. Further, fee -Medical Research Counci are particular, 
handicapped in demonstrating this: effect, for their staff is relatively small, its main 
expansion has occurred since fee war, and recruitment to it is by inwrlatoon rather 
than advertisement. Nevertheless, in their oldest and largest Institute -fee National 
Institute for Medical Research— the consequence is becoming apparent For 
example in fee important Division of Physiology and Pharmacology m 1948-49, 
6 out of' its 7 -members were medically qualified ; now the corresponding figures am 
4 out of 8. In the Division of Biochemistry there is only one medically qualified 
worker out of a total of 18. 



To some extent this situation may reflect a drift of interest in research towards 
more clinical studies; but, even if this be so, it is all the more important not to 
accelerate artificially the depletion of the essential preclmical and paraclimcal fields, 

The effects of the Awards system on recruitment of junior staff will necessarily 
take time to become fully manifest ; -but before then a serious situation is likely to 
have developed at a more senior level. It is not usually until the middle thirties that 
a research worker acquires the experience and develops the powers required to fit him 
for a key post ; and it is usually at that time the family responsibilities begin to press. 
The Council are well aware of the personal pressure which some of these valuable 
men are under to move to posts elsewhere which, although carrying less responsibility, 
would gain them eligibility for a Distinction Award. Up to the present the Council 
has been singularly fortunate in losing so few senior men from key posts on the 
Institute’s staff ; but this cannot be expected, to continue, and in the cases in which 
it has occurred the difficulty of replacement has given an indication of the serious 
situation to be expected. 

After a careful’ consideration of the position, the Director 'Of the -National Institute 
for Medical Research has felt bound to warn- the Council that they are now facing a 
grave situation. The Council agree with him ; for it is generally recognised that if 
medical research is to derive its chief inspiration from medical problems it must in 
all branches, including the paradinical and preclinical, include among its workers 
a substantial proportion with medical qualifications. 



Extension of the System of Distinction Awards 

11. The Council are not opposed in principle to the system of Distinction Awards. 
They consider it in the best interests of medical progress that superior merit should 
receive larger remuneration. What they must oppose is the restriction of Distinction 
Awards to a section of medicine in such a wiay as to threaten the natural development 
of the whole and so to jeopardize continued progress. The Council feed, therefore, 
that earnest consideration should be given to the possibility of extending eligibility 
for Distinction Awards to all workers in the field of medical research. 

This proposal is not new., but it has gained force with the passage of time. Various 
objections have been urged against it, and these need brief consideration. 



Objections which have been raised to Extending the Awards System 

12. It has been contended that, even when consideration is confined to the present 
restricted eligibility, the factors to be taken into 1 account when making awards are 
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sufficiently complicated, and that to exend the system to cover the whole paraolinical 
and preclinical fields would make it unworkable. 

Since 1948, in Northern Ireland, Distinction Awards have been available to holders 
of paraclinical and of preclinical posts if medically qualified. 

13. It is said that it would be too expansive to extend the Awards system. 

In 1955, the number of consultants and specialists in the N..H.S. eligible for 
Distinction Awards, was 6,650. The total number of persons in the para- and pre- 
dinical departments of the Medical Research Council who would be sufficiently 
senior to be considered for such Awards, if the scheme were extended, is about 100.* 

14. It has been claimed that the strain of responsibility involved in taking care of 
patients entitles those 'With such responsibility to receive substantially larger 
remuneration. 

While respecting this view, we feel that it may be overstressed. The ability of a 
man to support any particular responsibility depends to a large extent on his training. 
A trained consultant who may have no hesitation in handling a medical emergency, 
might well shrink from the .responsibility of passing as safe for issue a vaccine that 
is to be given to thousands of people. Further, the question of differences in 
responsibility between the eligible and the ineligible in the paraclinical field does not 
arise. 

15. The most difficult question that has to be faced is whether persons working in 
the medical field who are not medically qualifiecj should be eligible for Distinction 
Awards. 

For many years now, medicine has required the help of men whose initial training 
was in other disciplines and, ini the process, has changed them into a body of 
Specialised workers peculiarly identified with its needs. Indeed, a substantial 
factor in its recent spectacular progress has been this assimilation, >of other disciplines 
and their modification to its own purposes. In some fields — for example in medical 
physics.— only rarely could a medical man acquire the necessary depth of specialised 
knowledge. In others, the overlap with traditional medical knowledge is more 
marked ; and in some complete interchange is possible. 

Although the Council agree that the paraclinical and .preclinical departments of 
medicine can very profitably, and indeed, must now include, a considerable body 
of non-medically qualified scientists, they are persuaded that these departments, in 
the interests of their continued orientation to medicine, need to include a substantial 
proportion of those with medical qualifications. Both are necessary; one is the 
complement of the other. Further, they would willingly accept a non-medically 
qualified scientist as head of a department of physiology or bacteriology, provided 
that not all such departments were so staffed. But it would clearly be impossible to 
alter the salary of such posts according to whether the particular occupant has or 
has not previously taken a medical degree. The only possible solution, when this 
matter was debated (in relation to the basic salary, was to pay the rate for the job. 
At the level of posts of this seniority in research it is proven merit, not formal 
qualifications, that is decisive. This is the principle upon which the remuneration 
of the Council’s own staff is constructed. It follows, therefore, that in their opinion, 
if the man’s contributions to medicine would normally entitle them to consideration 
for a merit award, the fact that he has not previously taken a medical degree should 
not exclude him. 

16. It is, therefore, the considered view of the Medical Research Council that, if 
the inequitable salary structure of .medicine, arising from the present system of 
Distinction Awards, is allowed to continue, it cannot fail to have deleterious effects 
upon the development of medicine in this country. In their view, measures to 
remedy this situation, before its full effects have become evident, require . urgent 
consideration. An essential feature of any su ch measure would be that it took 

* [The corresponding number in all Universities would be, according to our information, 
about 300.] 
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account not merely of one section of medicine, but of medicine as a whole, by 
ensuring that the financial inducements in all branches were sufficiently similar to 
allow available ability to distribute itself acoor&mg to natural need and interest. If 
a system of Distinction Awards is to be retained but the artificial effects of the present 
system removed, then there would seem no alternative but to extend eligibility for 
such awards to those in all the branches of medical research. 

November, 1957. 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 

Evidence submitted by the Medically-qualified Staff of the National Institute for 
Medical Research (Medical Research Council) London 






Part I ^ 

OUTLINE OF DISCREPANCY IN REMUNERATION , 

1 The terms of reference of the Royal Commission include a request that the 
remuneration of doctors within the National Health Service be compared with that ' 
of doctors in other fields. One sudh comparison, which brings out a .gross discrepancy, » 
is outlined below. £ 

Personnel Involved £ 

2. The group of doctors outside the National Health Service with which we are - 
concerned in making 'this comparison, is a very small .one, estimated at about 400 
in all. The group includes senior lecturers, readers and professors in the preclinical 
teaching departments of the Universities together with those of equivalent seniority 
engaged in whole-time medical research, mainly with the Medical Research Council. * 

These two broad categories are linked to form one coherent group because, at present, 
the M.R.C. salary scales are based upon the scales pertaining in corresponding , 
University departments. £ 



Status of Personnel in relation to N.H.S. consultants 

3. To compare (this group of 400 medically-qualified men and women with any 
particular group of doctors employed in the N.H.S. is difficult. We believe, however, 4. 
that .there are many points of close resemblance between this 'group and the consultant v 
group in the N.H.S. , such as : 

(a) entry to both as restricted to those of high academic achievement ; i- 

(b) seniority -in both is the result of a long period of postgraduate training and 
apprenticeship ; 

(c) many members of both groups are concerned with the teaching of medical 

students. The similar responsibilities of the two groups for the continued 
production of an informed, medical profession is thus clear ; 

(d) both groups play an important part in .advancing the frontiers of medical 
knowledge, the preclinical teacher and whole-time research worker in the 
laboratory, the consultant in the clinic. 

4. We hold that neither 'group predominates in 'importance, either in teaching or l 
in research ; and that the two .groups are recruited from the same raw material and * 
are essentially equal in status, ability, qualifications and experience. 



Remuneration of Personnel in relation to N.H.S. consultants 

5. Notwithstanding the relative comparability of the two groups, there .is, at the f 
moment, a wide discrepancy in their financial rewards. This is best illustrated by the * 
Table overleaf, which is based on the following considerations : — v 

(a) Senior Research Worker or Preclinical University Teacher * 

A typical senior research worker or predinical University teacher may £ 
expect to be appointed as a senior lecturer or reader (or its equivalent in 



& 

im- 
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whole-time research) at the age of about 35. He will earn a salary of about 
£1 700, which -will rise by 'annual .increments of £100 to some £2,200. He 
has no guarantee that he will rise above this salary. Indeed, any further 
increase will be contingent upon appointment to a Chair (or its equivalent 
in whole-time research). If Ithe average age for appointment to a Chair 
(or its equivalent) is taken as 42, and we make the assumption, which is 
broadly correct, that at any one 'time one-third of the group of 400 occupy 
University Chairs or equivalent appointments, ithen the chances of our 
(typical worker being appointed to such a post before retirement are somewhat 
less than 50 per cent. 

(b) Consultant 

A typical consultant may expect to be appointed at .the age of about 38. 
He will receive a salary of approximately £2,600 which will rise by annual 
increments of £125 to £3,250. Once appointed a consultant, he is certain 
to reach this salary df he remains in the service. Furthermore, the maximum 
salary of £3,250 is by no means the maximum of his possible total 
remuneration since lie has a very good chance of acquiring a distinction 
award. We have no information about the age distribution of consultants 
at the' time 'they are given distinction awards. We have therefore made 
an assumption, which is not necessarily true but which seems not unlikely. 
We have assumed that, on the average, a distinction, award (considering all 
grades together) is given to a man in mid-career. This implies, that, since 
34 per cent, of consultants are in receipt of distinction awards at any one 
time the chances of our typical consultant acquiring an award before he 
retires are twice .this, namely, 68 per cent. This two-fold increase wiU, 
of course, tend to be greater for “ A ” awards which are .probably usually 
given !to older men and less for “ C ” awards. 

6 On the basis of these examples, we can calculate the probability of a typical 
member of each group attaining a final total remuneration (before he retires) of 
various amounts ; the results of such calculations are given in Table I. 



Table I 



Total Remuneration* 


Percentage c 
remui 

Consultant 


ranee of achieving such 
leration or better 

Senior Medically-Qualified 
Research Worker 
or Pre-clinical 
University teacher 


£2,250 

£3,000 


— 


100 

50 


£3,250 


100 




£3,750 (Salary + C award) 


68 




£4,500 (Salary + B award) 


28 




£5,500 (Salary + A award) 


8 





* Total remuneration takes no account of children’s allowances (£ 5 °/ ch ild) payable by 
Universities and the Medical Research Council but not by the N-H.S.; nor of othei fees and 
emoluments payable to consultants by the N.H.S. but not payable by the Universities or tn 
Medical Research Council. 



Patient Responsibility Differential 

7. It seems clear that this disparity in total earning capacity cannot be disrassed 
as trivial. It is also evident that it does not reflect differences an basic abih y. 
difference in respect of patient responsibility is admitted, but cannot be e 
justify a discrepancy of this magnitude. (The B.M.A. some time ago sugg 
differential of 10 per cent, in respect of patienit responsibility.) 
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Effect of Discrepancy on Pensions 

8. Much of the difference in total earning power is, of course, only apparent in * 
view of ithe toll taken by surtax on the larger salaries, and. we have calculated typical 
figures for net income (see Table II). But the distinction awards count towards > 
superannuation ; pensions bear proportionately less tax ; and the discrepancy in 
pension is therefore relatively greater. The figures given in Table II illustrate this, 
which is— we consider — an aspect to which too ’little attention has been paid in tie 
past. 






I 
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3,750 

4.500 

5.500 
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T. W. Osborn. 

J. Pepys. 

R. Goldsmith. 

R. H. Fox. 

H. W. Bunoie. 

T. S. L. Beswick. 
L. Weiss. 

J. H. Humphrey. 
J. S. Porterfield. 
H. G. Pereira. 

J. D. Fulton. 



M. R. Pollock. 

D. I. Magrath. 

A. McPherson. 

J. A. Armstrong. 
C. P. Farthing. 

B. Balfour. 

A. Isaacs. 

Janet S. F. Niven. 
P. H. A. Sneath. 
Audrey U. Smith. 

B. M. Wright. 



Total medically«iualified staff 42 
Signatures (two persons abroad) 38 

Date: 20 th February, 1958. 



Examination of Witness 

Sir Harold Himsworth, on behalf of the Medical Research Council, 
Called and Examined 



4602. Chairman: Sir Harold, we are 
very grateful to you for coming here, 
and I hope we shall not need to be very 
long with you, (because in the whole of 
our very wide range of problems you 
concentrate on one particular and isolated 
aspect. You probably do know that 
this is a public session and that any- 
thing you say is liable to be reported, 
and no doubt you will bear that in mind. 

Sir Harold Himsworth : Yes, I 

understand that. 

4603. We have asked Sir David 

Hughes Parry, whom I think you 
already know, to prepare most of the 
questions we want to ask you, but 
would you mind first, — since the 
memorandum which the M.R.C. have 
put in will be printed along with your 
evidence — giving us an outline of what 
the Medical Research Council is, how 
it is constructed and what are its func- 
tions, authority and so on? The 

Medical Research Council is a body 
established under the Privy Council. 
There is a committee of medical re- 
search of the Privy Council, of which 
the Lord President is chairman, and it 
is to that committee of the Privy Coun- 
cil that the Medical Research Council 
is responsible. It consists of twelve 
members, of which three are elected in 
respect of their non-scientific qualifica- 
tions, one of whom must be a member 
of the House of Lords, one of the Com- 
mons and one other distinguished per- 
son. The rest, the other nine, are scien- 



tific members ; they are appointed by 
this committee of the Privy Council, but 
the nomination of the scientific members 
is made (by the Council itself after con- 
sultation with the President of the Royal 
Society. Tthe remit of the M.R.C. has 
always been interpreted vary widely. It 
is concerned not only with disease but 
with health and all the basic studies 
that (go to the understanding of 
normal human life, as well as to 
pathological processes. It therefore 
ranges in its remit from stadias like 
the structure of biological molecules, 
through chemistry, biochemistry, 
anatomy, physiology, bacteriology, and 
so on, into the clinical field, and includes 
studies in all the clinical specialties. It 
derives its money from two sources: far 
and away the major part is a grant in 
aid from the Government ; but it also 
holds private funds left to it in the form 
of legacies, covenants and so on, which 
it is free to dispense. That is roughly 
its constitution. 

4604. .And how many people does it 

employ? It employs directly on its 

staff, in the scientifically qualified staff, 
over 600 — that is, directly under its own 
employ. 'With technicians, clinical staff, 
supporting staff and so on, we are get- 
ting well up to 2,500. 

4605. And are they all whole-time 

employees? Those I have mentioned, 

yes. A very small number are part-time ; 
for instance, we might have a man who 
for half his time is positioned in the 
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National Health Service and the other 
part of his time is on our staff. 

4606 Sir David Hughes Parry: 
When vou say “qualified”, you mean 

Z are qualified medically? No, I 

meant that they have a university degree 
and are what we call our scientific and 
medical staff ; I was putting them both 
together. 



4607. I wonder if you could give us 
an estimate of the numbers who are 
medically qualified among the 600 

qualified? Roughly just about two- 

thirds, 60 per cent, are non-medically 
qualified, but that includes of course, 
as is essential with medicine nowadays, 
a large number of juniors who are 
operating these highly complicated 
machines and methods of estimation 
which are necessary: for instance, a 
physician nowadays in many fields 
hardly seems to be able to function un- 
less he has a chemist attached to him. 



4608. Could I pursue this further? 
Are the 600 qualified people all work- 
i ing in one centre, or are they working 

f at different centres? We have only 

one large research institute, the National 
Institute for Medical Research, at Mill 
Hill, 'associated with a building at 
Hampstead. The vast majority are in 
what we call research units and groups. 
Most of those, in fact with one or two 
[ exceptions, are placed as guests either in 
; teaching hospitals or universities, a few 
| are in non-teaching hospitals ; that is our 
1 main method of distribution. In addition 
I we have a few people whom we call 
! members of the external staff, who are 
solitary persons, that is, they are not 
j in one of our departments ; they may 
' be operating in some field where the lone 
1 wolf is required. More often they are 
operating in a university department, 
because the professor has been very 
anxious not to lose them and he has 
not had the money to keep them on his 
staff, and he has asked us to help him 
out. 

Sir David Hughes Parry : Thanik you 
very much, that is of great interest to 
us. 



4609. Mr. Gunlake : Is your field of 
activity confined to the United Kingdom, 
or does it extend to the Commonwealth 

or to foreign, countries? W© have 

no geographical limitation. But for the 
purpose of this discussion I have confined 
31087 



■myself to the United Kingdom, although 
we have for instance a research unit in 
East Africa, one in West Africa, one in 
the Caribbean ; we recently had one in 
Jordan, and we operated in Egypt, and 
we are now operating through the 
W.H.,0. in Madras in India, and of 
course we have frequent contact® with 
the Dominions. 

4610. Chairman : But those units are, 
as it were, units sent out from here? 
Yes. 

4611. And paid from here by the 
Council — from the Treasury'? From 

your own funds? From our own 

funds. Jusit to round off the pic- 
ture in itihat field, we are responsible 
jointly with the Secretary of State for 
the Colonies for all medical research in 
colonial territories, and we have a joint 
committee, of which I am chairman, 
which has two pockets: one pocket is 
the M.R.C. budget, the other pocket is 
the Colonial Development and Welfare 
Fund. The bigger organisation is paid 
for by ithe Secretary of State but is still 
administered by this joint committee and 
scientifically directed 'by At. It is in, fact 
part of a very large remit. 

4612. As regards the medically quali- 
fied people, Sir Harold, would most of 
them be Members or Fellows of one 
of the Colleges, or would they only 

have taken the earlier degrees ? The 

situation varies with the subject. If 
they are in charge of a research unit 
which actually has the responsibility for 
■the care of patients, then of course they 
must have the requisite high degrees. In 
medicine they must have the M.R.C.P. 
and the M.D., and in surgery they would 
have the M.S. and M.R.C.S. The 
M.R.C.Ps. seem to acquire considerable 
distinction and go up and get their 
F.R.C.Ps. and numerous lectureships, 
and so on. Iff they are in ithe para- 
clinical or pre-clinical field®, iit is not 
obligatory to have these higher degrees ; 
you will find in our units concerned with 
pathology, and so on, that they may 
have their M.D. without having their 
M.R.C.P., and in physiology you will 
find the same. So that it has roughly 
sorted itself out along the same lines 
as are required in practice. That hap- 
pened before the introduction of the 
National Health Service, because one 
knew if one were putting a research unit 
down in a hospital, the Board of 

A 7 
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Governors of the old days would say : 
“We want evidence that this man is 
competent to act as a full physician and 
take charge of the patients ; so that 
it did tend to sort itself out in that way. 
In other words, the man whose interests 
begin to move on to the side of look- 
ing after patients will take care that 
he gets one of these high degrees, so 
that there is no obstacle to h» future 
promotion because somebody objects to 
his not having the requisite degrees. 



4613. Professor Jewkes : Could I ask 
about the non-medically qualified mem- 
bers of the 600? You have mentioned 
chemists— I suppose there are physicists? 

Physicists are very much in demand 

at this present time, and physical 
chemists. Alt one end you have the 
chemists, the physioal chemists, who have 
not got medical degrees. Then you come 
into a kind of borderline where they 
merge, shall w'e say biochemistry and 
physiology, and even, extending over into 
bacteriology. And here medical quali- 
fication is rather optional — I do not wish 
to mention anything in connection with 
■the universities, because that is nothing 
to do with me, but perhaps if I might use 
an illustration in this field ; if you look 
at the professors of physiology, you will 
see one who is medically qualified. 
When he goes he may be replaced by a 
non-medically qualified -one. The same 
occurs in anatomy. This is the line where 
you can get an overlap, an. that overlap 
is a very healthy one provided it does 
not go to either extreme. If the whole of 
this borderline field were staffed with 
non-medically qualified men, it is our 
feeling that it would lose direction. If 
it were staffed entirely with medical 
ones it would fail to be refreshed from 
the basic field. 



4614. Moving from the overlapping 
area — chemists, physicists — zoologists I 

suppose are among the 600? Not 

employed on our staff. I think we have 
tended to regard professional zoologists 
who are employed as falling rather 
more over to the side of the Agricultural 
Research Council. When there are 
zoologists doing work of interest to us, 
say in a university department, we will 
give them grants to help them, but we 
have not employed pure zoologists. We 
have got some people who have had 
zoological training who in the course 
of time have shifted their interests over 
into the medical field. 



4615. Statisticians? — • — Statisticians cer- I 
tainly. One of our biggest units is j 
under the honorary direction of Profes- 
sor Bradford Hill — medical statistics, 
epidemiology — and he of course is not : 
medically qualified. 

4616. Psychologists? Certainly. 

4617. You seem to have nearly every, i 

thing — philosophers? 1 do not think 

so! I wonder if I might give you an : 
example from my own field which shows I 
the extent of this overlap? Recently t 
in the press there has been a great deal 1 
of attention devoted to the poliomyelitis ! 
vaccine. That is potentially a dan- i 
gerous vaccine. People have in mind 1 
the disaster that occurred in the States ! 
in 1955. It has to be tested and looked | 
at exceedingly closely before it goes out, ' 
Now We do that testing, and— I may S 
just explain, the M.R.C. does not take i 
on routine, but in a very new subject ' 
when routine and research are so near I 
together it may be necessary for us to . 
carry the thing, because we are the I 
only people who can. That is a very | 
onerous responsibility, and it is carried i 
out by our department of biological j 
standards. The present head of that 
department is medically qualified ; he is 
moving away shortly to a university 1 
Chair. He will be succeeded by a man 1 
who is his deputy at present, who is not ! 
medically qualified. That tnan will have I 
the whole responsibility for passing 1 
poliomyelitis vaccine issued in this coun- [ 
try. And I may say that neither of 1 
these men come within the merit award I 
category. i 

4618. Sir David Hughes Parry: I ! 
think it would be useful if -you would I 
indicate to us the manner in which you | 
recruit members of your qualified per- , 
manent staff. I believe that is our start- , 

ing point. It is very rare for ns to I 

advertise ; it is nearly all done by in- | 
vitation. We appoint say a director of one . 
of our units — and a director is of pro- 1 
fessorial standard. He will go to the \ 
scientific societies, and so on, he will see | 
the type of man 'with the interest he ! 
wants, he will approach him and sound j 
him out, and if the man is willing to j 
come then he comes to us. So our re- , 
cruitment is on a personal and selective ' 
basis, as it must be in a .thing like re- ; 
search, which depends so much on | 
quality. And so far it has worked ex- 
ceedingly well. I might just mention a 
point which is important, and that is | 
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that as is mentioned in our memoran- 
E we 'believe that the flow of people 
teoigh our organisation bade to the 
Sefsities, and so on a very healthy. 
In fact one of my great difficulties is to 
Sep people, because they .always get 
offered Chairs, particularly m the field 
„f ibioehemistry. So that when they first 
come to us we give them quite short- 
term appointments — three, tour, five 
years— we do not give permanent 
appointments. We differ from the Scien- 
tific Civil Service and all other research 
councils in that— until people are of 
proved merit and seniority, until, that 
is they are roughly of senior lecturer 
or professorial status. 



4619. There is no particular age at 

which you recruit? -No, there is no 

fixed age at all— you are talking about 
the scientific staff? 



4620. The scientifically qualified staff. 

Quite. But circumstances tend to 

make the age slightly different for the 
non-medically qualified and the medi- 
cally qualified. The non-medically 
qualified man may come to us of course 
after getting his first degree, his B.Sc. 
The medically qualified man has a longer 
course and he is a few years later in 
coming to us. And if he is going over 
slightly on to the clinical side we are 
very anxious that he has some general 
clinical experience before he comes. So 
although you may get your B.Sc. men 
coming at 22, 23 or something like that, 
the medical ones I would say come three 
or four years later. But that is just the 
oircumstances of the course. 



4621. And that is the time at which 
it is most important that there should be 

this free flow? 1 would have said it 

was important at all stages, because the 
number of people who can support a life 
of pure research is limited. At the be- 
ginning everybody thinks he can. I was 
talking to some people in X.C.I. the other 
day and they said that all the people 
they recruit ask for the research side for 
a start* 'but it is quite common for my 
people to come to me in their middle 
thirties and say: “You know, I thought 
I wanted nothing better than to do re- 
search twenty-four hours a day, but I 
do not really think I have got that in- 
tensity in me. I want something with 
a continuing activity that I can. take pride 
in as well. I hate the thought of thinking 
at the end of twelve months that all my 
ideas- have gone wrong and I have 



nothing to show for it.” You will find 
them inclining towards the academic 
side then, and, I would say, quite a num- 
ber of them. If you look at the Chairs 
in this country that have been filled by 
people we have trained, I think we 
might very well claim that our National 
Institute is a nursery for professors. 

4622. Chairman : Do you bring many 

people in from university Chairs? 

Actually from Chairs that is very rare. 
They are fixed at that stage, just as the 
very senior people with us tend to be 
fixed, but in the sub-professorial levels 
there is a great deal of going backwards 
and forwards. 

4623. When you say the very senior 

people you are thinking primarily of 
administrators? -No, of actual re- 

search people. There are some people 
who can have that flow of ideas and 
originality and can keep it right up to 
retiring age — it does not always go off at 
40. 

4624. Sir David Hughes Parry : I 

am trying to narrow the field for the 
flow. You say that it does not matter 
very much at the professorial stage. Does 
it matter at the readership stage? Have 
you recruited any readers from universi- 
ties, or senior lecturers? Yes, people 

like that have come over to us, certainly ; 
some few remain permanently as heads 
of divisions, but some have come over 
rather at the level where they are want- 
ing to follow intensively a piece of work. 
But there is this interlocking going on 
the whole time. 

4625. Now we come to what you have 
said in your memorandum — we have 
been trying to get at it gradually. In 
your abstract, the last sentence of the 
first paragraph says: “To this end, the 
system of remuneration of those en- 
gaged :in the service of medicine — and 
particularly in. medical research where the 
medicine of the future is taking shape 
— should ..be such as to impose no artifi- 
cial obstacle to the natural distribution 
of the available talent -between its dif- 
ferent branches as need and opportunity 
develop.” I think we recognise the point. 
You only in fact mention one particular 
obstacle, the merit award. Reserving that 
for the time being, are there any others, 

before we come to that? That is the 

major one. If I had not that to worry 
about I should be confident about medi- 
cal research tin this country in the future. 
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and .that means the quality of British 
medicine. 

4626. We proceed then I think to the 
consideration of this merit award or 

distinction award . . • 1 should 

say “ distinction award ”, 1 do not know 
why it came to be called merit award. 

4627. You do not like the word 
“merit”? — I know what the word “dis- 
tinction ” means. I am not quite sure 
about “ merit”. 

4628. Is not “distinction” also liable 
to cause a certain amount of unhappi- 
ness, as much as “ merit ” — to those who 

have not got it? There are certain 

recognised criteria of distinction in the 
country, such as the Fellowship of the 
Royal Society. 

4629. The question I would like to 
ask is this : in a salaried service, in which 
you are engaged, are you quite satisfied 
that a merit award or a distinction award 
would not cause a good deal of unhappi- 
ness and uneasiness among members of 
■the staff, where some would have at 

and some would not? 1 do not think 

so, because one of the privileges that 
we have been allowed to keep, and which 
is approved by out staff, is that the actual 
promotions within the basic scales are 
determined by merit. We have had dis- 
cussions on this -point. We have thus 
got the freedom to give accelerated pro- 
motion when we wish. I have had meet- 
ings with my staff from time to time, 
since I have been at the M.R.C., and 
they were quite clear in recognising that 
in a research organisation everything de- 
pends upon quality, therefore you must 
be able to recognise merit. So within 
the basic salary scales we can promote 
people, accelerate their promotion, and 
there is the recognition on the part of 
the staff of the importance of merit in 
a field like research. 

4630. Mr. Gunlake: I would like to 
be quite clear about this. You say pro- 
motion is by -merit — that means you 

have no fixed establishment? We 

have no fixed establishment. 

4631. If a man shows merit, you can 
push him up into a higher bracket 

whether there is a vacancy or not? 

Yes, certainly; that is a privilege we 
have. 

4632. Chairman : Who settles what the 

actual salary scales are? The Trea- 

sury approve the salary scales. 



4633. Which are related, are they, to ! 

the Scientific Civil Service?- -No, they ! 

are related to the universities. We are 
told so to devise our salary scales that 

“ employment with you is neither no less 
nor no more attractive than in the univer- 
sities.” 

4634. Professor Jewkes: That gives 

you plenty of scope! Yes. But, 

having fixed the scales, it is left to us! 

4635. Chairman : To decide who fits 

in where? Yes, and how many too, 

which is important. 

4636. Sir David Hughes Parry: “In 
the universities” means with reference 1 
to the non-clinical or to the clinical 

teachers in the universities? It means 

the corresponding department, clinical 
and pre-clinical. 

4637. Chairman: Then are you not 
able if you wish to have some salaries 
that are the equivalent for instance of 

a professor’s top salary at the university, | 

plus a merit award? Yes, when they i 

are in the clinical field ; and that is one • 
of my great difficulties at this present 
time. Those members of the M.R.C. 1 
who are in control of clinical units do ! 
get these awards, and as they are dis- f 
tinguished people they get high awards. 1 
May I volunteer something _ at this stage 
which will illustrate the situation, and 
the reason for my Council’s concern, I 
think more graphically than anything i 
else? The Secretary of the Commission 
wrote to me before I came here and | 
asked if I would get out figures to show j 
the remuneration of the non-clinical j 
members of our staff before the war in 1 
comparison with the clinical members, as ! 
compared with now. I have got these j 
figures here and would just like to ex- j 
plain how they are derived. _ -I said I j 
was concerned primarily with merit | 
awards. That is the ultimate incentive 
for a man — where he can look. I am j 
not concerned with the lower ranks. 
What is the highest a man can attain to? 

I have therefore in compiling these 
figures taken the head men in our in- 
dividual units and the head men of me 
major departments of the National In- 
stitute for Medical Research. Those are 
people roughly, most of them, of pro- 
fessorial status — some of the juniors you 
might call of Reader status. And these j 
are the results. There are not many 
figures from before the war, but they are 
sufficient, because our main expansion 
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occurred since then. X have taken ten 
vear intervals : 1937, 1947— because that 
is the year before the N.H.S. came in— 
and 1957. I can 'give you the details 
afterwards, 'but if I give you them 
straight first, it brings out the point. In 
1937 the average salary of the heads of 
our non-clinical departments was £1,310 ; 
the average salary of the heads of our 
clinical departments was £1,320. In 1947 
the average salary of the heads of our 
non-clinical departments was £1,590; 
the average salary of the heads of our 
clinical departments was £1,680 — that is 
a 6 per cent, difference, and it is ex- 
plained by more junior people having 
been recruited. .So up to 1947 there was 
equality in salary between all people we 
employed, irrespective of where they 
were situated and irrespective of the de- 
gree they might have taken a long time 
before. The situation in 1957 — I took 
last year, because this year is not com- 
plete yet— is this : in the non-clinical the 
average salary is £2,720 ; in the clinical 
the average remuneration is £4,520 — that 
is due to the merit .award. As regards 
the range in salary, the top salary for 
a non-clinical man in 1957 was £2,850. 
The top remuneration being received by 
a clinical man was £5,350. 



4638. Professor Jewkes : When you 
give the figure for the 1957 clinical, it is 
an average figure for the heads of your 
units who happen to be in clinical work? 

'Who are employed by us — 'because 

we have some units attached to univer- 
sities— professors who are honorary 
directors — and I have not taken .their 
salaries up because they are purely 
honorary. These are men who are 
employed by us. 

4639. Chairman : I do not like to g,o 

into individual cases too much, but 
earlier on you mentioned a particular 
instance where you were shortly going 
to lose someone medically qualified, and 
as part of this valuable interchange it 
so happens that .he will be succeeded by 
somebody who is not medically qualified. 
There will be about that sort of differ- 
ence, therefore, will there . . . ? 

No, 'because the man who has the 
responsibility of passing poliomyelitis 
vaccine, and the vaccine against turber- 
culosis and all the others in this country, 
is not entitled to achieve a distinction 
award. 

4640. Even when he is medically 

qualified? Yes. 



4641. Professor Jewkes : Up to 1947, 
if there was this equality between clinical 
and non-clinical, did it mean that you 
found difficulty in getting people to act 
as head of your clinical units? — » — No. 

4642. Would there not be a great 
difference between their earnings with 
you and their earnings if they went out 
as consultants or even as professors? 
— ■ — In this discussion I have assumed 
that you do not take into account what 
a man might make if he went out into 
private practice. My podnit was con- 
cerned with salaries, the salaries that 
are paid from Exchequer budgets ; they 
may be out of different pockets but it is 
the same paymaster. The development 
of clinical research has come up very 
rapidly since the war, in this country, 
and we had not many clinical units in 
1947. We had three before the war, 
that was all. 

4643. How many have you now? 

We have 40 all told, 40 units and 
research groups. In fact we have 68 
units in being at this present time. 

4644. Chairman : I just want to be 
quite certain — you would 'have had no 
way open to you under your present 
constitution, and remit from the Lord 
President, or from the committee of the 
Privy Council, to have treated the polio- 
myelitis vaccine unit, for instance, in 
such a way that the head of that could 
have got something of the order of the 

£4,520, instead of £2,850? Certainly 

not. It would not be accepted ; it would 
not have a chance of being accepted. 

4645. Sir David Hughes Parry : I have 
one other question, but I am keeping 
that for the time being in case my col- 
leagues want to ask a question about the 
merit award. I want to ask later on 
about a memorandum submitted by the 
staff of the Medical Research Unit, to 

ask you if you have seen it? 1 saw 

it yesterday. 

4646. But we will reserve that for the 
time being. — - — The point that I was 
going to make bears upon this memo- 
randum, the question of when the pres- 
sure begins to bear upon .these men. I 
should dislike it to be .thought that in 
medical research workers one is dealing 
with a peculiarly mercenary branch of 
medicine. One is not. Of all the 
branches of medicine that I have met, I 
think they perhaps have the strongest 
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sense of vocation. But in tihe represen- 
tations which I have had, the thing 
which bulked rather larger in their per- 
sonal representations was what was felt 
to be the slur on their prestige. There 
they were, employees of the same source, 
and yet one branch was felt to merit 
so much more than another. That was 
one o-f the points about it. The other 
w.as the question that was put to me 
rather well by a 'late professor of 
physiology, when he said : “ Young men 
are often altruists ; fiances often say they 
are ; mothers of young families are 
always realists, otherwise the human race 
would not have survived”. The pres- 
sure is at the intermediate level, when it 
is still open for a man to change ; and 
that is where the difficulties are. where 
the men are becoming key men. And 
I am anxious about it, not only because 
of losing them in this country but also 
of losing them abroad, particularly to 
North America. These men are pretty 
distinguished, and although one can 
never find out with any certainly the 
range of salaries in the posts in North 
America, I have made enquiries and I 
have been told by individual professors : 
“The only man who knows what my 
colleagues are getting is tihe Dean ”. 
They do not seem to be published with 
any certainty, particularly in the older 
universities. There is no question that 
these people are being given the most 
attractive offers, and quite a number of 
them are people whom this country can- 
not afford to lose. I am not having to 
worry about those offers in the clinical 
field, where the merit awards are pay- 
able, whereas I am acutely worried in 
the non-dlinioal field, where people are 
casting envious eyes upon our bacterio- 
logists, our geneticists, our experts — and 
this is particularly important — our 
experts on the health aspect of nuclear 
power. Even those who are working 
on the diseases which come from 
radiation exposure, and so on, are not 
entitled to the merit -award, 

4647. That is why I was concentrating 
on the period of recruitment. I have an 
impression noiw from what you have said 
that it may very well be that the age at 
which you recruit the medically qualified 
may be a little higher than the age at 
which you recruit the nonrmed-ically 

qualified, is that so? Yes, -but no 

more than can be accounted for by the 
longer length of the course, and the fact 



that to get your name on the medical 
register now yon have to do a year’s 
clinical work afterwards. It is no more 
than that, and I would not have said 
there was any significant difference 
between the two. 

4648. I was trying to keep an eye on 
the period when the flow has got to be 

particularly open. 1 had not really 

thought there was any particular diffi- 
culty there. It will happen naturally it 
there is no obstacle. But the other point 
I would like to make here is in compar- 
ing the relative remuneration in different 
branches of medicine. When a man is 
qualified there are several openings to 
him, there are several pathways that he 
can follow, without doing violence to his 
own interests in medicine ; for instance, 
the cast of mind that makes a physi- 
ologist and makes a consultant physician 
is a very similar one. It is the same 
point of view and outlook, and -when a 
man is qualified he can, without doing 
too much violence to his interests, switch 
from one which will lead him up to a 
salary with a merit award tacked on to 
it at one end, or go on to a line which 
has not got one at the other end. The 
point I was anxious to bring out is that 
this is not an artificial distortion of a 
man’s interests at that stage. Any of 
them could foresee having quite aa 
interesting life up some other path than 
the pre-clinical one ; that is the point 1 
am making. It is not that the choice 
before them is the pre-clinical or noth- 
ing. It is a genuine choice which one 
can make in that direction. One can 
see this shift occurring, and I am par- 
ticularly perturbed about the operation of 
this influence, because it is one of the 
steadily operating factors which will not 
produce a crisis to jolt people to look at 
what is happening. We shall just wake 
up some morning and find that we have 
denuded these essential branches of 
medicine, and that Will not be remedied 
overnight. My own feeling is that we 
are half way there. We have had ten 
years. 

4649. Chairman : Sir Harold, in para- 
graph 8 of your memorandum you say: 
“ Of the 64 Fellows of the Royal Society 
engaged in such studies and at present 
in posit . . .” How did you -arrive at this 

figure? This figure can be altaed 

about a little aoording to judgment. 1 
took my Year Book of -tihe Royal Society 
and I went -through and marked every 
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Fellow Who was engaged in activities 
wMch would qualify (him for employment 
X the M.R.C. These are all the 
Mows of the Royal Society who are 
engaged an, medical subjects of any kind ; 
they are not all with us. 

4650 You said, and obviously it is 
true that to be a Fellow of the Royal 
Society is a matter of great distinction, 
and you know that there are some 7,000 
consultants entitled to and 34 per cent, 
of these getting merit awards now. 
Obviously most of those are not 
Fellows of the Royal Society, only 
a very small proportion, is thait right? 

, 1 a the Royal Society at present 

clinical medicine is very lightly repre- 
sented. Of people in post, 1 think there 
are about eight or nine Fellows of the 
Royal Society— I would not be certain, 
I would have to check that— who would 
be entitled to a distinction award. I was 
omitting myself, because I was once a 
professor, and would have been entitled 
if still in, post- 

4651. You say there are these 64 
Fellows of the Royal Society— of whom 
54 would not be eligible for merit 
awards?' Yes. 



4652. Those 54 are necessarily more 
distinguished .than a great many of the 
34 per cent— a great many, I do not say 
all. Isthat a fair assumption? — * — I would 
prefer not to answer that question as you 
put it. These men are distinguished, 
very distinguished, by the most stringent 
criteria applied in the advancement of 
knowledge on the scientific side in this 
country. They are recognised to be that. 
I would have said that those men are 
making essential contributions to the 
medical field, the type of contribution 
upon which the development of medicine 
is .built and upon which the future quality 
of medicine in this country will depend 
I would prefer to put it that way round. 



4653. Professor Jewkes : To take up 
a point you raised a moment ago, Sir 
Harold: is it true that the pre-clinical 
side of medicine is more important now 
in relation to clinical than it was twenty 

or thirty years ago? 1 think it is of 

increasing importance. If you would 
put the question “ more important than 
it was twenty or thirty years ago ”, and 
allow me to escape from the invidious 
position of deciding which is the more 
important ... 



4654. No, please do not escape. It 

is certainly more important, and certainly 
will become more and more important. 
Take a field like the treatment of cancer 
with radiotherapy ; the quality of physics 
that has to be applied in order to use 
those machines on patients is very high, 
and it is a field of physics in itself, it ds 
medical physics. The man starts as a 
qualified physicist in the field, but to be- 
come a master of it he has got to master 
the medical side. He is producing a 
subject of his own, with the net result 
that after he has been in that field for 
some time — and this is important — he is 
not qualified to go back into a physics 
department ; he has ceased to be a pure 
physicist. So that ds one of the important 
points with these non-medicaUy qualified 
people. They come into medicine, and 
medicine changes them into something 
else, so that they are not able to go back 
to the basic pure chemistry or pure 
physics in which they were trained. 
Therefore medicine has the moral re- 
sponsibility for them. It is undoubtedly 
the high quality of support that medicine 
is progressively getting from people in 
those fields that is sending it forward at 
the rate that it is at this present time. I 
gave some examples: we could never 
have had penicillin without that co-opera- 
tion ; all these new drugs, these anti- 
malarials and what have you, that are 
coming in, it is unthinkable that any 
practising doctor could .produce those. It 
has to ibe from this co-operative work 
with these people. And in the one field 
with which I personally have to concern 
myself at this .present time to a very great 
extent, that is the field of nuclear energy 
and all that it means to the human race 
from the point of view of the health of 
this generation, the health of workers in 
the plants, and 'the health of future 
generations, in that field you cannot 
move without the highest grade assistance 
— .physicists, radiobiologists, and people 
of that kind, who are oalled medical 
physicists or health physicists, because 
they moved out of the physical field. I 
do not know if I have answered your 
question? 

Professor Jewkes'. Yes, thank you. 

4655. Chairman: Going on from the 
point about changing around. In these 
two different spheres you have one very 
high ceiling and one very much lower. 
Does that affect the salaries and the scale 
that you can pay to the people within 
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those units further down? No. The 

ceiling that we :go up to — if I take the last 
year, 1957, they were both equal, £2,850 ; 
but we could pay £3,100 as a ceiling for 
the clinical. That is the reason why in 
1957 there is a slight difference between 
the basic pay, because the ceilings were 
slightly different., Lower down it does 
not matter. 

4656. It does not matter if you have 
somebody getting £5,350, and the man 
immediately under him Will be very much 
further below him than the man under 

the one who is getting £2,850? That 

depends, Sir. I am sorry, I slightly mis- 
took your question. There are really two 
parts in this. If one takes the basic 
salaries, they come up to ceilings that 
are a little different. Beneath those ceil- 
ings we just give the same basic salaries 
to either side, 'whether they have got 
medical degrees or not. It depends on 
their merit. When you get above that 
ceiling you get into the range of merit 
awards. Any man who has an honorary 
consultant post with the National Health 
Service is entitled to a merit award, and 
there may be more than one in a big 
clinical unit. They are the senior people, 
of course. So it might follow that the 
head of the unit has a merit award, and 
the one underneath him 'has one also. 
That is the position. 

4657. Might it have followed that the 
head of the unit was not eligible for an 
award and the one underneath him was? 

'Not as things stand at this present 

time. I can think of one of our units in 
which that might conceivably arise — the 
director is not medical, and the man on 
the dinical side of the unit is clinical. I 
had not met that particular difficulty, buit 
I could see it could arise ; he might get 
a merit award whereas the director could 
not.* 

4658. Yes. This Treasury formula 

which says that the Medical Research 
Council salaries should be “neither no 
less nor no more attractive than in the 
universities ” is an important one. Is that 
common to other branches of the re- 
search activities, do you know? No, 

it is unique to the Medical Research 
Council. 



* Sir Harold Himswoith has since informed 
the Royal Commission that his answer to this 
requires correction. The answer should be 
“Yes, that situation has in fact just arisen 
and the one underneath has an award.” 



4659. When was it produced? tv 

actual formula I think was written roimj 
about 1948, but it had always been under 
stood. You see, we are the oddest of the 
organisations, and we were establish.! 
in that way. 

4660. The formula dealt with what «s 

already happening? ft was form. 

lating what was practised. 

4661. So that the announcement of the 
formula really was made in consultation 
with the Council? There was some 
consultation with the Medical Re- 
search Council, but at that time the 
question of merit awards had not 

obtruded itself very much? No, since 

1913 when we hiad started off, this had 
been the understanding. 

4662. And generally speaking do you 

regard that as a reasonably flexible 
formula and approach? I do, yes. 

4663. Apart from this particular diSE- 

cu’lty? Apart from this particular 

difficulty. 

4664. Mr. Gunlake : May I ask a 
question on paragraph 14 of yonr 
memorandum, Sir Harold? That is a 
paragraph which refers to the strain of 
responsibility, which is simultaneously 
important and difficult from the point 
of view of this Commission. It has been 
argued before us by those who carry 
the clinical care of patients that the strain 
which they bear of responsibility for 
human life, health and happiness, is 
something which is different in degree, 
and perhaps different in quality, fromtk 
responsibilities borne by members of 
other professions. Last week we had be- 
fore us the medical officers of health, who 
stressed the responsibility which they 
carry for social or community medicine 
and preventive medicine. In your 
memorandum and again this morning 
you have referred to the quite clearly 
grave responsibilities carried 'by the 
head of the vaccines departments. And 
yet we have a sentence in this paragraph 
14 which pulled me up short when I 
oame to it, where you say: “The 
ability of a man to support any particu- 
lar responsibility depends to a large ex- 
tent on his training ”, I wonder if you 
could help us by enlarging a little on 
that? How far would you press that 

view? iMay I say, before answering 

your question, that I was a physician, I 
am a physician, that I have been a con- 
sultant .physician, and 1 was a Profes- 
sor of Medicine at University College 
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Hospital and consultant physician on the 
staff there, and I carried this responsi- 
bility until I went to my present post, 
so I am talking now of my personal 
knowledge. And by .responsibility I take 
it that people are meaning the anxiety 
inseparable from certain duties that they 
have to discharge. I do not wish to be 
sententious on this point, but the par- 
ticular sentence you picked out comes 
from Xenophon. This argument occurred 
in one of the Socratic dialogues, where 
a young man came to .Socrates saying 
that he had great ambitions to be a 
governor or a general, but he had not 
the self-confidence to do it, and then fol- 
lows the famous argument of the helms- 
man on the ship, when the general is 
shaking with fright but the helmsman is 
standing at the helm— why? Because of 
his .training. I am sorry to be sententious 
on that, but that argument has been 
thrashed out two thousand years ago. 

4665. Professor Jewkes : There is at 
least one philosopher on the Medical 
Research Council, Sir Harold! 

(Laughter.) 1 think this is absolutely 

.true: in the clinical field, you start as 
a medical student ; 'after a few months 
you are allowed to put a needle into a 
vein, and you are covered with 'perspira- 
tion the first time you do it. Then this 
becomes routine, and you go a bit 
farther and a bit further, and you start 
delivering babies, and steadily step by 
step this builds up and by the time you 
become a physician or a surgeon it is 
second nature. I am not saying one 
does not walk away and worry about it, 
but there are worries on ithe other side 
too. Since I have come to my present 
job I know that I am bothered when 
a new drug is being tried for the first 
time on a human being, erven though I 
am not actually giving it. I have taken 
the responsibility, I have said that all 
ithe teste on animals show that this 
should be all right, but I must admit 
that I have heaved rather a sigh of relief 
when the first stage has been got over. 
I mentioned this particular instance of 
the man in charge of the poliomyelitis 
vaccine ; there he has the knowledge that 
a disaster did occur in the States and 
■people were paralysed and people were 
killed, and he has to take the respon- 
sibility of passing that vaccine for 
■thousands of people. I think myself, on 
tms question of responsibility, that the 
ability of a man to support any particu- 
lar responsibility does depend to a large 



extent on the training, and that there are 
responsibilities outside the clinical field 
which are as onerous as those within. 
And on the 'border line over which the 
merit awards spill, the so-called para- 
clinical field, there is certainly nothing 
to choose between those who are eligible 
and those who are not. 

4666. Mr. Gunlake : If we were to add 

after the word “training” the words 
“ experience, personality, and psycholo- 
gical and physiological state of health”, 
do you think we would have improved 
on Xenophon? Am I to draw the in- 

ference from your question that you 
think there is a kind of process of 
natural selection at work? 

4667. I was questioning whether train- 
ing alone answers this problem. 1 

think myself that it is a major factor. 
You can put in experience — training and 
experience — 'but in the medical training 
up to consultant, experiences are very de- 
liberately graded, and of set purpose. 

4668. Professor Jewkes : Sir Harold 
this is a more general question: the 
group of experts who are eligible for 
merit awards have a ring placed round 
them by the use of the word “ clinical ”, 
and although as you have shown it is 
not as simple and straightforward as 
that, it sounds simple and straightfor- 
ward. 'How would you define the rather 
different circle that you would like to 
create, so that people would accept this 

as fair and just? You are asking me 

to go beyond my Council’s brief now 
on this particular point. Naturally when 
they were considering this matter they 
also remembered the other half of the 
question about distinction awards which 
the Royal Commission put down on 
paper — alternative ways of dealing with 
them. But they were anxious to keep 
this to the principle, because there might 
be many and different ideas about ways 
and means. It would, I think everybody 
recognises, require redefinition. But 
anything I said on 'that would be purely 
personal. 

4669. Perhaps I put the question 
badly, Mr. Chairman. What I was really 
trying to get at was this: you talk in 
terms of another 500 non-medically 
qualified experts whom you suggest 

should ibe eligible for merit awards? 

I am being very proper and confining 
myself to the 100 in, the employ of the 
M.R.C. 
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4670. AH right, let us take the 100. 
How do you define them so that they 
can he distinguished from all the other 
scientists who exist in. medical research 
and in the universities? — ■ — 1 would not 
like to put this forward as a definition 
I have produced, if one were putting up 
a scheme or something like that, but the 
thing which distinguishes those 100 
people is that they are all engaged in 
research which is directed to medical 
ends. 

4671. Chairman'. Yes, but would you 
differentiate simply in the field of 
research? Would you differentiate 
between those who are very eminent in 
research directed to medical ends and 
those equally eminent in research 
directed to some other scientific end? 

Do you mean within the medical 

field? 

4672. No. 1 think, Sir, that that is 

a question which takes me outside my 
remit. 

4673. Yes, but all the same, Sir 
Harold, these people on the whole come 
out of the same sort of stratum of 
intelligence in the community ; they 
have the same ideas about advancing 
knowledge and doing something really 
useful for posterity, and it is not only 
in the medical sphere. There may be 
many other spheres of activity in which 
research workers find themselves to some 
extent Government^paid, eventually by 
the Treasury, would you not think so? 
— —I am afraid I have not quite got 
this — you mean people employed by the 
Department of Scientific and Industrial 
Research or the Agricultural Research 
Council? 

Chairman : Yes. 

4674. Sir David Hughes Parry : And 

the universities. 1 was confining 

myself strictly to this field, because I was 
not empowered to go beyond it. 

4675. Chairman-. Yes, but one of the 
things that seems to cause some difficulty 
here is that there has been a separate 
category of people created since 1947, 

who are put in quite a different box? 

Yes. 

4676. Do you make it any easier for 
the community as a whole if you enlarge 
the category but still have a separate 
category for which only a small part of 
the community as a whole are eligible? 



—There is no question at all that there I 
is a very embarrassing problem here. All 
the scientific members of my Council ' 
are university professors, and they are I 
therefore very well aware of this par- 
ticular point. At present the line is , 
drawn in the most arbitrary way, which 
is quite difficult I think to defend, Tj e 
question that you are asking is: would : 
it cause more trouble if it were drawn i 
at the bottom of the medical faculty i 
instead of down the middle of it. in a i 
wavy line? 

4677. Yes. The question is whether ! 
when one anomaly is got rid of it pro- ‘ 

duces a lot more anomalies, or not. - I 

That is a question, which concerns other ! 
people ; it is outside my remit. But what I 
I was sticking strictly to here was a I 
division drawn in the middle of j 
medicine which was going to affect the 
quality of the whole structure of j 
medicine in this country. 

467S. I fully take the point, but yon ! 
fed, I think, Sir Harold, that this diffi- > 
culity has arisen partly at least because | 
there was at the time of the Spens Report f 
an artificial segregation of one part of | 
the profession, that is right, is it? — , 
That is what I think personally. ; 

4679. One pant wias looked at in > 
blinkers, and if we look at an enlarged t 
view of one pant of the community in i 
blinkers it may not cure all the diffi- I 

cullies. If it were enlarged to cover t 

those engaged in medicine we would not l 
be concerned about the future of ! 
medicine in the country. 

4680. Sir David Hughes Parry : If the 
scope was shifted so as to cover ail your 
men it would remove your embarrass- i 
mant tout it would, create embarrassments , 

elsewhere. And it would also be 

salvation for some! Of course, their ! 
problems in their departments, are pretty ; 
much the same as ours. 

4681. Professor Jewkes: Could I take 

up an intermediate position as we are so 
anxious you should help us here, Sir 
Harold? Suppose there was a case where 
you were not employing but you were 
financing some chemist — a man, say, in 
a university. If you thought the work 
he was doing was a long shot but that 
it might have some importance, would 
you feel that sort of man ought to co-me 
into the circle and be eligible for 
a merit award? No. We finance 
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in ,tiwo ways, 'by employing the staff and 
by giving grants to people who are in 
tihe employ of others and universities. 
We give a large amount of money in 
that way and I would say for the kind 
of long shots where something might 
come off. We finance it on that basis 
but we do not regard (those people as 
employed by us, or responsible. Now, 
if something new came out so that a 
new subject was emerging which was 
nearly medical, or could be made 
medical, such as, shall we say, bio- 
physics— that was started by physicists 
who began to get near to the biologists 
—and there was no place for it at that 
time anywhere else, if we took that and 
developed it we would take those people 
into our own. employ because the future 
would be too insecure for them other- 
wise. Here is a risk subjeciti ; somebody 
started it, buit if it has to be developed 
we have to give them the security so 
that they can develop it. Then they 
would come on to our staff, but we 
should have to be satisfied that it was 
of medical relevance before we could 
justify the spending of public money. 

4682. Chairman : Do you find a big 
difficulty from time to time with some- 
thing, that is just on the borderline. Do 
you have some hesitation in deciding 

whether it is in, or not? Certainly, 

and there are frequent meetings between 
•the Secretaries of the three research 
councils, the Nature Conservancy, or the 
Chairman of the U.G.C. and the Secre- 
tary of the Royal Society. We meet and 
compare notes, particularly the three 
Secretaries and the Chairman of the 
U.G.C. When it is a borderline case 
there is often a discussion as to which 
side it should be on — I say “ often ” 
although this sort of thing does not 
arise as frequently as you would think. 

4683. I have not formed any idea as 
to its frequency but I suppose there are 
always a few marginal cases at any time, 

are there not? There are a few 

marginal cases but, shall I say, less than 
one would suspect — that is what I 
should have said. 

4684. Sir David 'Hughes Parry : I was 
going to ask whether you have seen 
this memorandum from the medically- 
qualified staff of the National Institute 

ol Research? 1 just saw it yesterday. 

in * act > too Secretary mentioned it to 
me over the telephone and sent me a 
copy. 



4685. This may be the only opnor- 
tumty we may have and we ought to give 
you ,the opportunity if you want to do 
in i? malC T ? ny oomment on any matter 
SAvT 1 ^ 1116 members of 
the National Institute, which ds one of 
our Institutes, had applied to send in 
written evidence and, of course, they 
have a perfect right to do so on the 
matter. I looked .this through and thev 
have tackled 1 the thing in rather a 
different way but the substance of it is 
very similar to what we say. 

4686. So you do not desire to say any- 
thing else then? — * — No, I do not desire 
to say anything on the matter at all 
Perhaps I might just make one point 
that they mention and which we have 
not made in our memorandum, and that 
is the question which the senior people 
notice, the question of pension. A 
person who is entitled to a merit award, 
a person in our employ or employed by 
a university, who is entitled to a merit 
award, that merit award ds pensionable 
under the F.S.S.U. system so that it 
makes quite a difference to their retiring 
pension and we omitted to mention that. 

4687. A difference in the pension as 

well as in the salary you mean? Yes 

combined' together. 



4688. Chairman : We shall probably 
be printing their evidence at the same 
time asi yours, I suspect. Broadly, you 
do think the (general impression from 
the figures they quote is in accordance 
with yours? Yes, the general impres- 

sion from the figures is correct. Of 
course, there is always difficulty in 
calculating probabilities. 



4689. Professor Jewkes: There is one 
minor point which Sir Harold can help 
us on. When, giving figures in his own 
pa, per in paragraph 13 he talks about 100 
people in the para-diinical and pre-clini- 
oa.1 dqparliments of the Medical Research 
Council and in the footnote he refers to 
a further 300 — 'a total of 400, some of 
whom would not have medical qualifi- 
cations. Certainly, yes. I noticed 

that discrepancy when I looked through 
this 1 and I do not know where their 
figures were obtained from. 



4690. They are quoting 400 which 
would be those people only with medical 
qualifications. 1 do not quite under- 

stand how this has arisen. I am talking 
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purely 'about non-clinical. I do not 
know whether it will mean all the 
clinical ones are included in that. I do 
not know how that arises. This figure 
of 100 I can answer for and I do not 
think you will find the other one 
incorrect. 



Chairman : Thank you very much, Sir 
Harold. You have given us a most 
interesting meeting, and most useful 
information, and you have concentrated 
attention very much on pant of a prob- 
lem of which we are very conscious. 
We are very grateful to you for coming'. 



{The witness withdrew .) 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF VICE-CHANCELLORS AND PRINCIPALS OF THE 
UNIVERSITIES OF THE UNITED KINGDOM 



1009 



COMMITTEE OF VICE-CHANCELLORS AND PRINCIPALS 
UNIVERSITIES OF THE UNITED KINGDOM 



OF THE 



General evidence submitted to the Royal Commission on Doctors’ and Dentists’ 
Remuneration 



Introductory 

Many of the heads under which information is sought by the Commission are not 
directly (applicable to members of the academic staffs ol Universities There are for 
example, no established courses or schemes of training for those seeking to becwne 
university teachers and thus no useful information can be provided under the several 
heads which relate to the quality and quantity of recruits”, “wastage during 
training ”, the duration of training and “ earnings whilst training ” The Com 
mittee has, however, provided information under such of the remaining heads as it 
judges to be relevant and this is set out below, numbered according to the list of 
points supplied by the Commission. 

2. The quality and quantity of newly qualified members of the profession 

The d, umber of -persons starting on their careers as members of the academic staffs 
of Universities necessarily varies from time to time according to the actual require 
ments and there are inevitable difficulties in these circumstances about giving reliable 
quantitative information-. The tendencies since the last war have been generally for 
increased numbers to be -required but there has been substantial variation from year 
to year. For example, in the period immediately following the last war -the expansion 
of the academic staffs of Universities was considerable; during the last few vear<t 
(he numbers entering the profession for the first time have shown a reduction - but 
m -the 1960s there is every expectation that the numbers required will again increase 
In relation to the total number of those graduating, h-owover, the proportion required 
by Universities to replenish or. augment their academic staffs is not and 

m most fields of academic activity the Universities have been able to maintahi so 
55, as 1 .? ieir ^ na r n< r e& have allowed, a staff which was adequate numerically The 
difficulties of Universities as regards the size of their academic staffs are. more 
related to -their financial resources, than to the availability of candidates. 

ate regM& quality -* w f e f taH >shed principle that appointments to the 
academic, staffs of Universities should be reserved for those with high academic 
qualifications and the Um-versities expect, to continue, as they have done in. the past 
to recruit from amongst th-ose who achieve the highest academic honours. Departures 
trom this criterion are occasional and not significant in principle and are d-ue to 
special factors relating to particular posts. In many fields of academic work the 
Universities are able to select with a fair amount of freedom from this, extremely 
f SS a S rad “ a, tes 1 aa regards other fields of interest there is a greater 
competition for the services, of those with the highest academic qualifications. 

6. The qualifications nemssary for entry into the profession 

oUito!”!® qualification for entry into the profession is a high honours degree 
mg.iuu”**? of standlni S and to this in -the great majority of cases must be added 
additim, j P? st ^ aduate f° r which a higher degree is frequently conferred. In 
but wiFhtti ,.f 0rnia c l u j d: hcations, appropriate experience is almost always essential, 
such p-rnpr- un ! ver ® t y system there is a fair provision- of opportunity for gaining 
assistaSE! 6 m l he fo ™ of . demonstratorships, junior fellowships, research 
necessaw iS S ’^ Se r rCh ,? SS0C l ateslllip3 ’ etc \ ° ther fi ua hfic-ations and experience are 
related L some faculties ; for example in technology and in some subjects closely 
ficatinne ... -U ro -t- c s.s i oris, profession. ai experience and sometimes professional qual- 
the Onmm^,i leC nu a ^ y ' ® road Iy speaking the practice of Universities throughout 
academic ,i,« i n *? °°™mon and, the qualifications relevant to membership of 
World aS ^ niversl 'ties in the United Kingdom are recognised throughout the 
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7. The earnings, prospects and problems of a newly qualified member of the profession 
The experience of a man or woman who finds a place on the academic staff of a 
Un^e rshf £ To? fnatogoAs to that of a man or woman obtaining a professional 
beginning to practise the profession to Which that qualification, 
relate TtewdS of the igraduate into membership of the academic staff 
£f a University is a process involving advanced study and research coupled with 
the gradual Acquisition of university experience. The scales of salaries current m 
Unities provide for employment in four mam ®*des, namely, the professoriate; 
Grade I which includes assistant professorships readerships and senior lecturerships ; 
Grade H which is the great staple of the profession, comprising the lecturers ; and 
Grade III which includes assistant lecturerships, tutorships, etc. There are many 
who establish themselves on the academic staffs of Universities through tine assistant 
lecturer grade while others who seek academic careers at a later age on the basis 
T more extended experience enter the lecturer grade. The remuneration of the 
levels of university employment in the United Kingdom conforms in general 
t £a otUb pattern and fuU information is given in toply to a later question. When 
eAtTto an academic career is through employment m Grade in the salaries appro- 
priate to the grade apply and they are related to a minimum age of about 25 or 26. 
The period of time spent in this grade varies but is of the order of three or four 
ws While an appointment in, Grade IH offers a high probability of a subsequent 
appointment in Grade II there is no guarantee that such an, appointment will follow 
and commonly there is a maximum period for employment in Grade ML Thus a 
man or women obtaining an appointment in Grade III, if a lecturership is not 
obtained within a period of, say, 5 years, must, look outside the Universities for a 
career. The general circumstances of those looking for employment on the academic 
staffs of Universities are financially less rewarding than many kinds of employment 
which at that stage could he obtained on the same qualifications. To an appreciable 
extent therefore the Universities rely upon a sense of vocation and . a liking for 
university life to attract men and women of higher qualifications in sufficient numbers. 



9. The nature and range of expenses 

The principal expenses incurred by members of academic staffs in the performance 
of their duties are those in respect of books and subscriptions to the journals ot He 
various learned societies and, depending upon their particular subject, possibly also 
in. respect of scientific instruments and items of personal equipment. It is not possible 
to give any indication of the range of such expenses. The extent to which they are 
“ allowable ” for the purposes of income tax varies, from one district to another 
according, to the arrangements made locally with the income tax authorities , there 
is no agreed schedule of expenses which are “ allowable ” to university teachers. 



10. Existing arrangements for the determination of professional remuneration 
The rates and scales of salary on the basis of which Parliament is asked to make 
funds available to the Universities through the University Grants Committee are 
determined by the Chancellor of the Exchequer. Having regard to these limits, eacl 
University determines individually the precise rates and scales to be applied to tie 
members of its academic staff. Before reaching conclusions in this respect however, 
it is customary for the heads of the individual Universities to consult together 
informally through the medium of the Committee of Vice-Chancellors and Principals. 
Representations as to Changes in the basic salary framework for academic sttlB 
may be made to the University Grants Committee at any time by the Associate 
of University Teachers or by the Committee of Vice-Chancellors and Principals, 
both of which have a formal right of approach to the University Grants Committee 
on this subject. It is the duty of Itfae University Grants Committee, after examining 
any such -representations, to give a considered reply, if necessary after making , a 
submission to the Chancellor -of the Exchequer. There are no arrangements tor vx 
automatic adjustment of salaries to take account of rises in the cost of living. 



13. The salaries now in force 

On 12th March, 1957, the Chancellor of the Exchequer announced in ithe Ho® 
of Commons that he proposed to ask Parliament to provide the additional tunas 
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required to enable the Universities to 'bring into effect new nates and scales of 

salaries for ful-time staff from. 1st August, 1957. The details are given bttow. 

Non-Medical Posts* 

Professors : The grants will be related to basic salaries of £2,300 a year in Universities 
and University Oolleges. Provision will continue to be made for suDolamenfat ton 
and this will allow for .a range of salaries up to £3,000 a year. SUpp tatl0n 

Readers and Senior Lecturers: A range of salaries with varying maxima ut> to 
£2,150 a year, or in special circumstances to £2,250 a year. F 

Lecturers: Scales rising generally from £900 x £50 to £1,350 x £75 ,to £1,650 
a year. 

Assistant Lecturers : Salaries rising from £700 x £50 to £850 a year. 



Pre-Clinical Posts* 

Professors: Salaries ranging from £2,300 to £3,000 a year. 

Readers : Salaries within the range of maxima indicated below for Lecturers. 

Lecturers : Scales of salary rising from £900 x £100 to maxima ranging from £1 650 
to £2,250 a year. 

Clinical Posts 

Professors: Salaries ranging from £2,500 to £3,000t a year. 

Readers: Salaries within the range of maxima indicated below for Lecturers. 

Lecturers : Scales of salary rising from £900 x £100 to maxima ranging from £1,750 
to £2,550 a year (or in the case of lecturers holding posts of special responsibility 
such as the headship of an independent department, £2,900 a year). 



14. Alterations of remuneration since the war 
Apart from the revision, with effect from 1st August, 1957, academic salaries 
have been revised twice since the war. The first revision took effect from October, 
1949 (April, 1949 in the case of clinical staffs) and the second from October, 1954.’ 
Details of the rates .and scales 'in respect of each of these revisions are given below. 

1949 REVISION 

Non-Medica! Posts 

Professors: The grants will be related to basic salaries of £1,600 a year in 
Universities and University Colleges (in London £1,650), with increased pro- 
vision for supplementation allowing for a wider range of salaries than hitherto. 

Readers and Senior Lecturers : A range of salaries with varying maxima up to 
£1,600 a year. 

Lecturers: Scales rising generally from £500 to £1,100 a year. 

Assistant Lecturers : .Salaries ranging from £400 to £500. 



Pre-Clinical Posts 

Professors: Salaries ranging from £2,000 to £2,500 a year. 

Readers,: Sala ries within the range of the maxima indicated overleaf for Lecturers. 

Additional allowances of £100 for Professors, £80 for Readers and Senior Lecturers and 
tail lor others will be paid to pre-clinical and non-medical staffs of London University. 

t May be increased to £3,100 in certain cases. [This figure has since been changed to £3,250 
Heamf ^ lIe ? ce °i the 5 per cent, interim salary increase awarded to consultants in the National 
neaitn service. The “ certain cases ” referred to are clinical professors who do not hold either 
an A or a B distinction award.] 



Printed image digitised by the University of Southampton Library Digitisation Unit 



1012 



royal commission on doctors’ and dentists’ remuneration 



Lecturers: Scales of salary rising from £600 a year to maxima ranging from £1,200 
to £1,800 a year. 

Clinical Posts 

Professors : Salaries ranging from £2,250 to £2,750 a year. 

Readers : Salaries within the range of the maxima indicated below for Lecturers. 

o 1 f rldriff from £600 a year to maxima ranging from £1,500 

LeCt Zi2m a' vem (ot in the Jsf of lecturers holding posts of special responsibility 
sul ’as te hffip of independent departments, £2,500 a year). 



1954 REVISION 
Non-Medical Posts* 

„ , .tt. h e related to basic salaries of £1,900 a year 

mtversite a?d University Colleges. Provision will continue to be made 
at present for supplementation and this will allow for a range of salaries tip 
£2,850 a year. 

Readers and Senior Lecturers: A range of salaries with varying maxima up 
£1,850 a year. 

Lecturers: Scales rising generally from £650 to £1,350 a year. 

Assistant Lecturers : Salaries ranging from £550 to £650 a year. 



Pre-CIinical Posts 

Professors : Salaries ranging from £2,250 to £2,850 a year. 

Readers : Salaries within the range of maxima indicated below for Lecturers, 

Lecturers : Scales of salary rising from £700 a year to maxima ranging from £1,450 
to £2,050 a year. 

Clinical Posts 

Professors: Salaries ranging from £2,500 to £2,850t a year. 

Readers : Salaries within the range of maxima indicated below for Lecturers. 

Lecturers : Scales of salary rising from £700 a year to maxima ranging from £1,750 
to £2,400 a year (or in the case of lecturers holding posts of special responsibility 
such as the headship of an independent department, £2,750 a year). 



16. The extent to which members are required to work away from home or to mow 
house in pursuit of work 

Members of academic staff usually choose and are sometimes required to reside 
in the immediate vicinity of Itfaeir University and will not normally be required 
to work away from home. Among the Universities generally, however, considerable 
importance is attached to the existence of a high degree of mobility of members 
of academic staffs between institutions, and promotion is very often obtained by 
securing a more senior post at another University. This factor is of importance 
at all stages of an academic career and no distinction can be drawn between me 
early and the middle period. 

17. Any other special factors of attraction, expense or hardship, which distinguish 
the profession from some others 

Reference has already been made above to the need for Universities to rely 
on a sense of vocation and .the attractiveness to some men and women of higher 

* An additional allowance of £50, within a maximum of £2,850, will continue to be paid t° 
non-medical staffs of London University. 

t May be increased to £3,100 in certain cases. 
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intellectual ability of university life and conditions. The relative appeal of life 
and work in the Universities has, however, appreciably changed in the last few 
decades with the increasing attractiveness of employment in the government scientific 
service and of many other kinds of employment, both technical and general, in 
industry and commerce. 

18. The practicability and prevalence of members transferring to other work 
Many members of academic staffs, particularly those in the fields of engineering 
and the other applied sciences, can readily transfer to work in. their own field outside 
the Universities. It iis not possible to give a measure of the prevalence of such 
transfers but the Universities are constantly subject to pressure in this respect as 
a result of the needs of special government services, of industry and of commerce 
and also owing ito the existence of strong competition from overseas, particularly 
from the U.S.A. 



19. Arrangements for retired and superannuation 

The effective age of retirement in the Universities varies from 65 to 70. The 
normal method of provision for retirement benefits for members of staff is through 
■the Federated Superannuation System for Universities, of which al the United 
Kingdom Universities are constituent members. The conditions, of the F.S.S.U. 
require annual contributions equal to 15 per cent, of a member of staff’s salary 
(10 per cent, being paid by the University and 5 per cent, iby the member) and 
these contributions are used to pay the premium on an endowment or deferred 
annuity policy on the life of the member of staff concerned. Further policies are 
taken out in respect of any subsequent increments in. salary. Upon retirement a 
member of staff receives, normally in the form of an annuity, the proceeds of the 
various policies held by his University on his behalf. 

20. Any other relevant information 

Reference has already been made to the fact that there are members of most 
professions to be found on the staffs of Universities. This is the case so far as 
doctors and dentists are ooncerned. In 1949 the presence of medically qualified 
members of academic staffs was a complicating factor in the settlement of academic 
salaries then reached and it resulted in the establishment of differentiation as regards 
remuneration between those with medical qualifications and those who were not so 
qualified. The further differentiation, was introduced between those who being 
medically qualified were engaged in clinical work and those whose work though 
medical was not in the full sense clinical. In addition to these differentiations 
which will be seen to be inherent in the statements of salaries for 1949, 1954 and 
1957 it is the case that members of the staffs of Universities who being medically 
qualified are also engaged in, clinical work, are eligible together with their professional 
colleagues employed in the health service for distinction awards. 

The terms of the statement of academic salaries reached in 1949 and 1954 and 
again in 1957, so far as they related to members of academic staffs with medical 
qualifications, were fixed having regard to the remuneration available to their 
professional colleagues employed in the health service. It will be seen for example 
that the range of clinical salaries provided for 'in the salaries settlement reached for 
1957 makes possible the employment of medically and dentally qualified members 
of academic staffs on financial terms which are comparable with those which would 
be available to them if they were employed in the health service. 

It is dear that the comparability of remuneration for medically and dentally 
qualified members of staffs in Universities with those which would be available to 
■them if they were employed in Itlhe health service will no longer obtain if there is 
some general improvement in the remuneration of doctors and dentists employed 
in the health service. Further, any arrangements as regards distinction awards 
could not be without implications so far as the remuneration of academic staffs 
of Universities was concerned. 
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Examination of Witnesses 

Sir Philip Morris, Chairman 

Dr. R. S. Aitken 

Mr. J. S. Fulton 

Dr. T. M. Knox 

Dr. D. W. Logan 

Sir Folliott Sandford 

on behalf of the Committee of Vice-Ohancettors and Principals of the 



Universities of .the 
Called and 

4691. Chairman: Sir Philip, you are 
acting as the principal spokesman, are 

you, for the Vice-Chancellors? Sir 

Philip Morris: I am acting as the leader 
of this group, yes. 

4692. I imagine they will all say what 
they want to say in reply to any quesr 

tions, . will they? 1 hope you will 

allow anyone else to intervene if they 
wish to do so. 

4693. That is what usually happens, 
and you in your turn will be asked ques- 
tions, primarily by Sir David, whom we 
reckon knows a bit about Universities, 
but also by any other member of the 
Commission. 

When we met you once before we 
had a private talk, about a year ago, but 
on this occasion, as. you know, it is in 
public and, therefore, anything you say 
ought to be something that can be 
written down and also something that 
can be heard by people either listening 
or taking notes behind you — the Press. 

1 take it, it may be used in evidence 

against me, even if it is, as evidence, no 
use to you ! 

4694. I propose to start straight off by 
turning you over to Sir David but could 
you just tell me first for the record what 
is the status and composition, as it were, 

of the Committee? It is set out fully 

in great particularity in Whitaker and 
also in the Universities’ Yearbook, (halt 
it is in essence an advisory oommittee 
and it exists with the authority of the 
Universities. It is. composed of the 
executive heads of the Universities and 
University Colleges together with the 
addition of the Registrar of Oxford, the 
Registrary of Cambridge and the Prin- 
cipal of the University of London. 



United Kingdom 
Examined 

4695. In its relationship with the 

University Grants Committee, for 
instance, is there a division of functions 
that is easily described? Its relation- 

ship with the University Grants Com- 
mittee depends entirely upon custom and 
customarily the University Grants Com- 
mittee regards the Vice-Chancellors' 
Committee as a convenient channel of 
consultation on matters which are of 
general importance to Universities. All 
such consultations are carried out on 
both sides, it being present in their minds 
that the Universities are each of them 
independent and sovereign bodies. 

4696. And the Vice-Chancellors and 
Principals are, among other things, con- 
cerned with remuneration of all their 
staff and they co-ordinate their activities 
within the different Universities to some 

extent, do they? The actual position 

of Vice-Chancellors in their own Univer- 
sities is determined toy charters and 
statutes of the several Universities but, I 
suppose, each of them has, according to 
the constitution of his University, some 
substantial part in the determination of 
most matters which are determined by 
the University as a whole. On the posi- 
tion of the Vice-Ohancellors’ Committee 
in relation to the University Grants 
Committee on salaries in general as 
opposed to the particular remuneration 
of individual people I take it there may 
be questions about that later and there 
is no need for me to explain that in 
advance. 

Chairman : Yes. 

4697. Sir David Hughes Parry: I 
think we had better start with the Willink 
Report, if we may, I take it you have 
studied it and the Vice-Chancellors' 
Committee have probably some views to 
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express on the matter. Would you like 
to make any comments on the Willink 

Report as far as we are concerned? 

I do not think we have' anything very 
important to contribute on that. You 
are right, of course, in thinking that the 
Willink Report has been considered, I 
expect, in all Universities that have 
medical schools, and it has also been 
considered to some extent by the Vice- 
Chancellors’ Committee. Except for 
taking note of the general warning of 
the Willink Report that there was no 
need in the opinion of that Committee 
at present to be anxious about the 
adequacy of the profession so far as 
numbers were concerned we have taken 
no further action upon it at present. 

4698. We are naturally interested not 
only in the numbers that would be taken 
in at the Universities but also in their 
quality. Have you any observations to 
make on the quality of those who are 
being recruited as students into the 
medical faculties? Can you make any 
comparison between the quality, say, to- 
day and perhaps immediately after the 

war and in pre-war days? In the first 

case, as regards numbers, I think it is 
probably true to say that it is generally 
accepted that there is no need at present 
for proportionate expansion in the size 
of medical schools as the Universities 
themselves grow, and as far as I am 
aware there is no disposition on the part 
of any medical school to expand itself 
in size. 

On the question of quality, I suppose 
that the Commission has already become 
aware that that is entirely a maitter of 
opinion and not a matter of fact, and on 
this matter, of course, opinions differ 
very considerably. I think that some of 
my colleagues, certainly the one 
colleague who is himself a doctor, prob- 
ably should say something about this. 
On the other hand, there are perhaps 
one or two simple things which can 
relatively easily be said. For example, 
as compared with before the war the 
recruitment in medical schools has been 
influenced in 'a number of directions by 
the general development of an awards 
policy. Thalt has had a number of 
ettects, two of which are certainly of 
importance. The first is that medical 
training has become more accessible to 
those who before the war would have 
regarded the medical profession as not 



being open to them on grounds of 
finance. On the other hand, it has had 
the effect, particularly in a rapidly in- 
flationary situation, where those who 
were m the kind of income brackets 
who would have regarded medical train- 
ing as within their means found that 
the length and ithe cost of the course 
in relation to the available net income 
was increasingly oppressive. 

The second point which I think could 
m . e 5 sticking, which I am doing, to 
what is fairly common ground, is that 
there has been as compared with before 
the war a very considerable decline in 
the number of medical students who 
could be regarded as dedicated to the 
life of being a medical student. The 
proportion who would be expected to 
qualify in the minimum time, or with 
only a very reasonable over-run over 
‘the .time owing (to accident has 
increased. Whether the quality of the 
ablest medical students— whether they 
be considered either as scientists or as 
doctors, if there is a distinction between 
the two— has improved or deteriorated 
gets us on to ground where I think there 
would .be probably no complete agree- 
ment. Whether the fairly large number 
who occupy the average or better than 
average positions has increased, I think 
everybody would agree that it has, and 
I think everybody would agree that the 
tail has sensibly diminished. As regards 
the comparison between students offering 
themselves, for medical courses and 
students offering ithemselves for other 
courses which in, some respects could be 
regarded as similar, again .there would 
be a good deal of difference of view. 

Might I suggest that perhaps at least 
Dr. Ai'tken, who I think you know is 
medically qualified and is the Vice- 
Chancellor of Birmingham University, 
should have an opportunity of saying 
anything he wishes to say. And on this 
which is so evidently and obviously a 
matter of opinion I think that any other 
of my colleagues should have the oppor- 
tunity of disagreeing with anything that 
I have said if they have good cause for 
doing so. 

4699. We have had many opinions ex- 
pressed on this matter and I think we 
ought to give you an opportunity of 
expressing yours as we realise it is a 

matter of opinion. Dr. Aitken : I 

can add very little. I agree with the 
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impression that Sir Philip has quoted. 

I have heard the same impression con- 
veyed by a number of people and it 
seemed to me [ as likely as any to be the 
right one, namely, that the average 
intellectual quality has improved since 
the war and the proportion of weaker 
people has been less. There has been no 
impression conveyed to me that the 
proportion of very good people at the 
top has increased and there is a suspicion 
that it may perhaps be a little less. 

4700. Chairman : Dr. Knox, I thought 
you were shaking your head at one 
remark a moment ago . — Sir David 

Hughes Parry: I thought that too. 

Dr. Knox: I think that my medical 
colleagues would want to draw a distinc- 
tion here between intellectual quality and 
what one might call moral quality, mean- 
ing by “ moral ” the whole of a man’s 
personality, character and so forth. And 
it might fee said that while you get a 
number of applicants who could produce 
more and better passes in certain examin- 
ations you could not say that the moral 
qualities which you often want to find in 
those who are going to be doctors were 
present in all of those who became 
accepted for a medical curriculum. In 
Scotland the experience is that the num- 
ber of applicants to the faculty of medi- 
cine has declined considerably in recent 
years. 

4701. Chairman: Is it still larger than 

before the war? In Glasgow and 

Edinburgh I could not say, numerically, 
whether the number of applications is 
higher than before the war but I think 
it possibly is. But the proportion of the 
applicants that even the large schools 
in Glasgow and Edinburgh have to reject 
is much lower now than it was a few 
years ago. In our case, in St, Andrews, we 
were rejecting many more two or three 
years ago than we are now, and I believe 
that in Aberdeen last October they did 
not even quite fill the number of places 
that they had available. Overall, during 
the last few years, there has been a de- 
cline certainly in the number of appli- 
cants for medicine. You find that of 
those you accept a high proportion are, 
in the first place, the sons or daughters 
of doctors and, secondly, the sons and 
daughters of other professional men ; 
and these come, according to my medical 
colleagues, almost always with a sort of 
sense of vocation themselves in that they 
really wish to do medicine either because 



it is a family tradition or 'because it is the j 
profession that they want to devote their 
lives to. But there is a remainder 1 
amongst the applicants who are intel- I 
lectually qualified but you cannot always I 
be certain, so my colleagues tell me, > 
that they really have the same motives t 
and the same personal and moral quali- 1 
ties that you could almost rely on, let > 
us say, 20 years ago. That may be a ! 
point which is not altogether without i 
importance. For a doctor you cannot j 
just judge on intellectual quality alone 
and in actual fact, of course, a great j 
many of those accepted into medical | 
schools in Scotland have not been intel- > 
lectually outstanding but they have had j 
qualities of character and perseverance, i 
and so forth, which have carried them I 
through the medical curriculum. It may ) 
be that in some instances you have j 
people of higher intellectual quality but I 
perhaps not of exactly the same moral j 
quality as might be desired. That was 
simply the experience of my medical I 
colleagues and I wanted to try to dis- j 
tinguish between intellectual and moral | 
qualities. 

4702. You attribute that to the general I 
change in the educational opportunities, j 

do you? Yes. — Sir Philip Morris: \ 

You will see that there are varying ex- j 
periences and varying opinions. 

4703. Yes, I see that. I think that j 

is the important point, that the experience t 
is different. — Mr. Fulton : I think perhajE | 
I ought to say I have consulted in . 
particular one of my medical colleagues 
who taught in Edinburgh and is now 

in the University of Wales. While he 
would exactly re-echo the opinions ex- 
pressed by Sir Philip and Dr. Aitken he 
did want me to add, if there was an ' 
opportunity, that he thought that the bur- I 
den being placed upon these young j 
people, whose average quality in general , 
(not drawing the distinction made by the I 
Principal of St. Andrews) he thinks their J 
general average quality has not. in his , 
experience declined — -he does think the 
burden placed on them, both intellectu- 
ally and as people, has not 'been reduced 
but in fact stepped up, and that they are 
standing up to it extremely well. 

Chairman: Thank you. 

4704. Chairman : You may know, Sir 
Philip, that we are having a talk later 
this evening with some of the Deans ot 
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the medical schools in which this sort of 

subject wall certainly be discussed. -Sir 

Philip Morris : If I may be less serious 
for a moment— there is no harm I think 
in that, is there? 

4705. None. — -I am always reminded 
in trying to judge what a medical student 
is going to he like as a doctor by what 
the lady who saw medical students mis- 
behaving in the street said to her friend, 
which is: “What very nasty people 
medical students are. How very different 
from the nice young doctors one meets ” ! 
One of the rewarding things; in my life is 
to see medical students gradually emerge 
into full qualification and become 
doctors; and it would not be un- 
charitable to say that in many cases they 
have become unrecognisable in the 
process ! 

Chairman : Caterpillars are not always 
like butterflies, are they! 

4706. Sir David Hughes Parry : I 

wonder if we could move itio the second 
paragraph in your memorandum, the 
quality and quantity of newly quali- 
fied members of .the academic pro- 
fession generally ; you indicate that 
in .the 1960s there is. every expecta- 
tion that the numbers required will 
again increase. You anticipate that 
there will be keen competition still for 
entry on the staffs of the Universities. 

That is what you think, is it? 

Paragraph 2 of the evidence, I think I 
ought to make quite clear, relates to the 
academic staffs of Universities generally 
and as not related specifically to the 
medical staff. 

4707. It does apply to the medical staff 
as well as to the general staff of the 
University, does iiit?— — I think that ought 
to be explained. The expectation, as I 
think members of the Commission know, 
is that Universities will expand very sub- 
stantially in numbers between 1960 and 
1970 but the expectation also is that the 
expansion will be unequal in various 
directions and that there will not be a 
proportional expansion, nor necessarily 
even, any expansion at all, in the size 
of medical schools. This calls attention 
to the fact that with increased numbers 
of under-graduate students as a whole 
one would naturally expect there to be an 
increase in the size of tihe academic staff 
ot the Universities, if not precisely pro- 
portional, at least related. This is calling 



general attention to the fact that though 
the Universities’ demand on the available 
human resources of the country was big 
after the war it is now slightly less but 
in future is likely to become greater 
again ; but the demand for medically 
qualified staff will certainly not be pro- 
portionate to the total number. 

4708. I think I have that particular 
point. The next matter I would like to 
draw attention to is in paragraph 7, the 
earnings and prospects and problems of 
a newly qualified member of the pro- 
fession. You use an expression in the 
last sentence which has already been 
used by the Principal of St. Andrews— 
“ To an appreciable extent therefore the 
Universities rely upon, a sense of voca- 
tion . . .” — land a number of persons who 
have been giving evidence ito us have been 
using the expression “ a sense of voca- 
tion ”. I would like you to explain to us 
in what sense you are actually using it 
here? This “ sense of vocation ” we have 
had from different persons in different 
contexts and we thought we understood 
it hut I am not quite certain whether we 

do now. If I was expressing this 

again I think I could more precisely ex- 
press it as being that a man must know 
that .it is university work that he wants 
to do 'and that he must feel that he is 
going to be much hap-pier in university 
circumstances doing university work than 
he would be by using the same qualifica- 
tions elsewhere. 

4709. And remuneration does not enter 
unduly into that consideration— is that 

your view? That is not the intention 

of this at all, no. It is intended to say 
that for various reasons, which I daresay 
you will ask questions about .presently, it 
is not to be expected that the rates of 
remuneration offered by Universities will 
in relation to all professions be obviously 
competitive. Thus where remuneration 
in any particular case is not competitive 
with remuneration to be gained by using 
the same qualification in another sphere 
it is these factors which in fact enable the 
Universities, notwithstanding this dis- 
parity which, of course, has got to be 
within reasonable limits, to command the 
necessary number of people with the 
highest qualifications. Is that an ex- 
planation which makes what was 
originally said more dear or less clear? 

4710. On your paragraph 9 — the nature 
and range of expenses. ; I wonder if you 
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have any idea as to the range of the ex- 
penses that are allowed at the present 
time? Much has been said in the 
evidence before us about the dilferences 
in allowances by way of expenses. - 
We had some discussion amongst our- 
selves before we came ito meet you and 
during that discussion a possible ambi- 
guity in your original question, I must 
confess, occurred to me for the first 
time. I would prefer on the whole to 
divide this sharply into two questions ; 
that is, what expenses incurred iby mem- 
bers of the academic staff of Universi- 
ties are refunded to them, which is one 
interpretation of expense, and the other, 
what, if any, allowances are made hy the 
Inland Revenue as allowances off gross 
income on account of expenses? 

Now as regards the first /they are 
almost entirely confined to refunding ex- 
penses actually incurred in attending con- 
ferences or travelling on university busi- 
ness in one way or another. They are 
modest in nature, they are rigorously dis- 
pensed, and the amount of expendi- 
ture incurred in this way by Universities 
is severely controlled. I think that so 
far as remuneration, or anything affect- 
ing remuneration is concerned, it can 
be entirely ignored, lit amounts only 
to doing what anybody would expect to 
do if he asked someone to go up to St. 
Martin’s Lane — he would give him his 
bus fare. 

The second is not so easy to deal with 
because certainly I, and I think I speak 
here for all my colleagues, am in no 
position to say what particular arrange- 
ments ‘there may be or may have been 
in any particular Income Tax district on 
this question of expenses. My own ex- 
perience is that there is no general scale 
of expenses of any kind or character 
relating to university staffs, and my own 
experience has been that any allowance 
for expenses on gross income is mini- 
mal, is accidental in fact, and that it 
does not reach large proportions in any 
case. Of course, this is a matter which 
is in each district entirely between the 
individual and Her Majesty’s Inspector 
of Taxes and there are no general rules 
which can be safely applied. I am afraid 
that except for saying that, in relation 
to the academic staffs of Universities, 
I would not regard this as an extremely 
significant point from this particular 
point of view, it would be quite impos- 



sible to give you any actual or detailed 
information. 

4711. You see the relevance of our 

problem, do you not, because some of 
the persons who are working full time in 
the National 'Health Service are prac- 
tically in the same position as the mem- 
bers of 'the university staffs? 1 ara 

trying to suggest, making due allowances 
for the fact that I am in no position to 
substantiate the suggestion by evidence, 
that in relation to the academic staffs 
of Universities an expense account is not 
a significant factor. 

4712. No, I appreciate that. I do not 
think we want to pursue that further. 

Can we move to paragraph 13? You 
deal there with the salaries that are now 
in force in the Universities and you 
divide them into three categories, the 
non-medical posts ; pre-clinical posts 
■and the clinical posts. The first thing 
that we would like to know would be 
an estimate of the number of persons in 
each category, the number of Professors, 
Readers and Senior Lecturers, Lecturers 
and Assistant Lecturers. We are very 
anxious to see the structure of the 
university staff in relation, to the struc- 
ture of, say, the consultant service, or 
anybody that we have particularly to 
consider. Have you any idea as to the 

numbers in each of the grades? We 

each of us have ideas in relation to our 
own Universities but we have no collec- 
tive information about all Universities. 

I thought that this question might pos- 
sibly arise and, therefore, I asked the 
Chairman of the University Grants 
Committee whether from records in his 
possession it would, be possible for him 
to supply you with some factual infor- 
mation divided into grades as between 
medical and non-medical staff and he 
told .me that I was at liberty to say that 
he would do his best to meet your rea- 
sonable requests as regards factual infor- 
mation on this particular topic. For 
general purposes, it is of course ntm- 
sarily the case, and it is an obvious 
truism, that those engaged in the 
University ■ in teaching medical students 
represent in total a reasonably small 
minority of the total staff of the Univer- 
sity. 

4713. Chairman'. And a diminishing 
one, as you said earlier. — - — 'Well, it wm 
be a diminishing one. As regards the 
structure of the medical staffs, that is a 
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matter upon which it is very difficult 
indeed for us to give you any informa- 
tion about Universities as a whole. Even 
in this case the •problem divides itself 
fairly sharply into the pre-clinical and 
clinical sections of the staff and I could, 

I think, go so far as to say that so far 
as clinical posts are concerned the con- 
sultant grade is in all respects of very 
great importance. 

4714. Numerically? Numerically in 

relation to the total clinical staff. 

4715. Sir David Hughes Parry: I 

notice that the pre-clinical structure of 
Professors, Readers and Lecturers 
resembles the clinical rather than the 
non-medical structure ; is there any 

special significance in that? 1 think, 

generally speaking, it has to be remem- 
bered that many members of University 
staffs in pre-clinical posts are medically 
qualified. Indeed, I should think it is still 
the case that the majority of the mem- 
bers of staffs in pre-clinica’l 'posts are 
medically qualified and this apparent 
similarity reflects a natural tendency on 
the part of members of the same profes- 
sion to expect, if not the same, at least 
related or comparable 1 remuneration. 

4716. Chairman : I think we have a 
figure from other sources of 176 profes- 
sors with honorary contracts and eligible 
for award's. Would that represent the 

total number of clinical professors? 

I should think that might be the case. 

I would not like to say definitely. 

4717. If gives an indication of the 

approximate size. It sounds a. not 

unlikely figure to me. I -think perhaps 
I ought to add they 'are probably not 
all professors because a member of die 
dinioal staff of a University does not 
have to be a professor in order to have 
an. honorary contract as a consultant. 

4718. We have a figure of 298 other 

grades who are university staff with 
honorary contracts eligible for awards 
and we have thiis figure of 176 profes- 
sors? Eligible for awards? 

4719. Yes. Who added together 

would represent the clinical staff of the 
Universities who are of consultant rank. 

Chairman : That is a total of some 
470. 

4720. Sir David Hughes Parry : These 
are normal salary ranges ; I take it that 



they apply to women in the same way 
as men and there is no distinction at 
all . 1 ’ 1 should think that is -true, yes. 

4721. That is the impression one has 

in the Universities, that there is no dis- 
tinction as regards remuneration.: 

Yes. 

4722. It has been represented to us on 
behalf of the junior hospital grades that 
■it is not quite fair, and that it was not 
so before 1948, to make charges for 
residence or to deduct lodging allow- 
ances. What is the practice in the 
Universities where posts are residential 
as regards remuneration? Are there 
deductions, from salaries, or variations 

of salary ranges? 1 find that very 

difficult to answer. I should think the 
practice varies a good deal. I know of 
cases where the salary is a gross salary 
and payment is made for residence. I 
also know of cases where the salary, 
together with the value of residence, 
represents the gross remuneration. 

4723. Have you any other experience 
of that in tne residential colleges? What 
happens at Oxford and Cambridge, could 
you say? — - — I would find it very diffi- 
cult to reply to this very complex ques- 
tion on behalf of either Oxford or Cam- 
bridge, singly or together. 

4724. Chairman : Sir Folliott? Sir 

Folliott Sandford : I certainly could not 
say without notice. 

4725. Can you say, Slir Philip, what 
the Inland Revenue do in assessing the 
value of residence in colleges? Do they 

take something into account? Sir 

Philip Morris: I cannot answer this in, 
general. I can answer it in regard to 
one or two oases' which I personally 
know of. In one case they do take it 
info account ; in two cases they do not 
and it is quite dear that the decision is 
made on the facts of the situation, that 
is, upon the reasons for residence, the 
nature of flhe contract between employer 
and: employee by which residence is 
added to remuneration, and so on. I 
aim not an, expert on income tax but I 
would have thought that was likely to 
be the position anywhere. 

4726. Sir David Hughes Parry : What 
we thought was that there might be a 
recognised practice in the Universities, 
as regards deductions on allowances of 
this kind when a person was living in. 
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— H there is, I am not aware of it. 
I do not know if any of my colleagues 
are aware of it. — Dr. Logan : We have 
very few residential posts in London brut 
where they exist the general rule is that 
the salary for superannuation purposes 
is one thing and the actual remunera- 
tion paid is another. In other words, 
it usually happens only in the case of 
Wardens of halls of residence, but if 
the gross salary for superannuation pur- 
poses was £1,650, or something of that 
kind, the actual net remuneration with 
a deduction of something like £300 or so 
for residence would be about £1,350. I 
understand that in' such cases that differ- 
ence is not subject to income tax 
because the Wardens are required for 
the better execution of their duties to 
live in, the halls. 

4727. Have you any experience on 
this matter as regards teaching posits? 

• We have no residential teaching 

posts except at the women’s colleges and 
there I think that the practice which I 
have described for Wardens of halls in 
residence applies. 

4728. Professor Jewkes: What is the 
meaning of the phrase under the sub- 
heading of “ Professors ” in paragraph 
13? It says there: — 

“ The grants will be related to basic 

salaries of £2,300 a year in Universi- 
ties and University Colleges.” 

How is that related? Does it mean 
that the total sums made available to 
the University for paying Professors 
will equal £2,300 multiplied by the 
number of Professors, or if not, what is 

the meaning of it? Sir Philip 

Morris: You are referring to the non- 
medical posts, are you? 

4729. Yes. The' actual position is 

that the £2,300 would be regarded as 
the staple professorial minimum. The 
second sentence says that the University 
Grants Committee — since 1947, I think 
I am right in saying— had an arrange- 
ment by which there is a limited amount 
of money fixed as a measure of the 
extent to which supplementation in the 
case of particular Chairs can be added 
at the discretion of the University. The 
remuneration is related in the first place 
to the professorial minimum of £2,300 
and the full range, between £2,300 and 
£3,000 is available for use by the Univer- 
sity within a global financial limit. 



4730. So that the £2,300 is the mini- - 
mum and the £3,000 is the maximum 

normally? The £3,000 is the maxi- 

mum if the University can afford to .pay 

iU i 

4731. How is the scale decided in these 
cases? Will provision continue to be 
made for supplementation? How is the 
total sum to be provided in that way 
decided and how is it distributed between 

the different Universities? The total 

sum is in relation to each University. j 

4732. Chairman : It is a 'proportion, 

is it? The total sum is determined by j 

the University Grants Committee in rela- ! 
lion to each University. 

4733. Some will, therefore, take a 
bigger proportion of their salary in the 
form of supplementation than others, 
or do they all get a similar amount? — 

I think I might say here that I am not 
sure that a member of your Commission 
could not give you batter information 
about the way in which this particular 
pack of cards was turned out in the 
first place than I can ! There was a big j 
variation between Universities at the in- i 
caption of Ibhis scheme in 1947 in wfeit ! 
has since become known as permitted 
spread. However, more recently, the 
University Grants Committee has recti- , 
fied the situation and the amount avail- , 
able for the permitted spread now is 
determined in, relation to an . average 
salary for the professoriate in each 
University taken as a whole. The sum 
is now arrived at by a decision' on (he , 
part of the University Grants Com- 
mittee as Ito what iin relation, to each 
University appears to be necessary and 
then by expressing it in terms of an 
average salary for the professoriate. For 
example, if the average salary was £2,600 
and there were 30 Professors the limit 
of professorial spread would be £9,000— 
30 times £300. — Dr. Logan : Could I just 
make one point? This is not a sum of 
money which is specifically voted for tie 
purpose or allocated 'by the University 
Grants Committee to each University. 

It is a permission to each University to 
use this general fund for paying more 
than £2,300 to non-medical professors, 

a permission to spend out of a block 
grant. 

4734. What I am trying to get at really 
is are there any statistics showing for 
non-medical Professors, what proportion 
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get £2,300, £2,400, £2,500 — right up to 
the £3,000 ? — -Sir Philip Morris : There 
is no published information on this 
whatever. The only office which might 
have the relevant information on this 
subject would be the office of the Univer- 
sity Grants Committee. 

4735. Chairman: Have you any idea 
at all, without being too specific, whether 
for instance in the non-medical posts 
the usual salary of Professors is rather 
nearer the £2,300 mark than the £3,000 
mark, whereas at the other extreme with 
the clinical posts, for a variety of reasons, 
the usual salary is a good deal nearer 

the top limit? 1 should think that is 

certainly the case. 

4736. Sir David Hughes Parry: And 

for the pre-clinical posts it would be 
somewhere intermediate, about the 

middle between the two? That would 

be correct. 

4737. Chairman: Yes, so that on the 
whole there is really more of a difference 
between the clinical, pre-clinical and non- 
medical than appears from just the pure 

scales? 'Are you now speaking of 

Professors? 

4738. Yes. 'Because for Professors 

there are no scales. 

4739. I am sorry— I should say than 
appears simply from the fact that salaries 
in two cases can range from £2,300 and 

in the other from £2,500 to £3,000. 

I think at present it is universally the 
case that non-medical posts tend towards 
£2,300 and that the clinical posts tend 
to be at the £3,000 point. 

Chairman: Thank you very much; 
that is what we thought. 

4740. Sir David Hughes Parry: Are 
■there any figures or any estimates of the 
manner in which the Universities have 
used the amount by way of supplementa- 
tion of Professors’ remuneration — on 
what principles they have been doing 
til ~I think that is a very difficult 
question to answer. 

4741. You see its relevance to us ; it 

is a difficult matter with us too. 1 

would be willing to make a few com- 
ments, with which my colleagues may 
disagree, if they wish ; and I shall now 
mtend to speak about non-medical 
Professors. It seems to me that the 



existence of this permitted sum recog- 
nises and accepts the necessity for taking 
account, in determining professorial 
remunera tion, of events and pressures of 
the outside world. I think that generally 
speaking the existence of this permitted 
sum as occasioned by the unavoidable 
necessity of departing from what is 
otherwise regarded as a good academic 
principle of equal remuneration. It is 
regarded as being an opportunity to 
enable Universities to be more able to 
make good appointments in what could 
be . regarded as highly competitive 
activities. I think I ought to make it 
clear that the discretion which is allowed 
Ito Universities is intended to be exer- 
cised by them, and thus -they are perfectly 
entitled to exercise it in a different 
manner. I think I ought to explain that 
there is .a very strong feeling in the uni- 
versity world as a whole that a big 
differentiation between one member of 
the academic staff and another, solely 
on the ground of subject, is academically 
to_ be discouraged because member- 
ship of the staff of the University is 
regarded in the University as involving 
tlhe acceptance of responsibilities which 
go with the vast knowledge and training 
required in the education of the rising 
generation. And the view of the Uni- 
versities generally is that those obliga- 
tions do not sensibly change as between 
one subject and another, at least as far 
as the most important things related to 
them are concerned. At the same time 
Universities have been obliged — not 
without great reluctance — to accept the 
necessity for some differentiation ; but 
they have been at very great pains to 
press for the retention of a discretion — 
within, of course, permitted limits — to 
exercise in- a way which they regard 
■as being most suitable to their own par- 
ticular needs and requirements. That 
may sound a little more complicated 
than necessary, but in fact it is not, 
because I think it has to be remembered 
that Universities are very differently 
composed. They represent a different 
spread of subjects. For example, many 
Universities have no medical schools at 
all, so they are not affected by clinical 
and pre-clinical distinctions. The same 
would apply to technological fields, 
which in many cases are not represented 
at all and in other cases are represented 
to a very large extent ; so the problem 
differs as a matter of fact. This is not 
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just a position of unnecessary comiptlica- 
tion arising from an academic point of 
view: it arises from* the facts. The 
second point which has to he borne in 
mind is, as Dr. Logan reminded you, 
that this permitted spread, although 
expressed in terms of money, does not 
represent cash. The cost of any supple- 
mentation which is added to the basic 
professorial salary is a charge on general 
income and competes with everything 
else which seeks to become chargeable 
to general income. So the University 
is under very considerable limitations in 
exercising .this discretion, and Uni- 
versities have never suggested — nor 
would they, I think, ever be likely to 
suggest — that they should have anything 
but a limited discretion. They might 
argue about what the limits should be, 
but they would not argue against the 
need for a limited discretion. 

4742. Sir David Hughes Parry : No 
conditions were laid down by the Uni- 
versity Grants Committee as to the 
manner of the exercise of the discretion? 
No. 

4743. Chairman : Are most Professors 
— I am dealing entirely with the non- 
medical side, as I think you were. Sir 
Philip — employed whole-time by the 
University, or have most of them other 

sources of earned income as well? 

I should say that the vast majority of 
them are full-time. 

4744. And .those that do earn outside, 
for instance, if it happened to be a 
Professor of architecture doing some 
architectural work for a client, or a 
Professor of economics broadcasting and 
writing articles, and so forth — is that 
normally brought into account in any 
way, for instance, in deciding the per- 
mitted spread of the University. Would 
■any account be taken of the fact that 
some types of Professor are more likely 
to be able to earn outside than other 

types? There is a danger of giving 

you a very frivolous answer to this, but 
I will not! This question of additional 
remuneration is a very difficult one to 
deal with justly. A Professor of Nordic, 
whose excellent qualifications are not 
deployable in the world except in a 
University, can easily write a best seller 
and can, by this means, attract infinitely 
more money than even a consulting 
■surgeon could earn, even if he were 
allowed to spend his spare time operat- 



ing for gain. However, I should have 
thought in the first case that no Pro- 
fessor of Nordic would regard himself 
as being under an obligation to take the 
income and royalties from bis best seller 
into account in determining remunera- 
tion. I should think such a Professor 
would be somewhere down towards the 
professorial minimum than rising any- 
where near the actual average clinical 
remuneration. I have given that 
example deliberately because that rep- 
resents one limit in the structure. At 
the Other limit there are, as you must 
well know, some Professors in Univer- 
sities whose services are very highly 
sought after for a very large number of 
purposes, and one of the big contestants 
for the services of those whose ability 
is the highest is the Government itself. 
It is certainly true that the Government 
is never a generous paymaster in this 
respect, and in my own experience the 
Government has never yet offered 
enough to create embarrassment so far 
as miy own University is concern, ed. In 
other consultant appointments I think 
the general situation could be explained 
in this manner — I think most Universi- 
ties have a kind of system by which 
contracts of this character entered into 
by the professorial staff are, by one 
means or another, declared and made 
known to the office of the Vice- 
Chancellor or ,to the University, and the 
additional remuneration earned in this 
way is kept under supervision in that 
manner. I can only speak from my own 
experience, but within my own experi- 
ence tihie additional remuneration obtain- 
ed in that manner has lalways been within 
such reasonable limits that no one could 
regard it as being an amount which 
ought to be taken into account in deter- 
mining remuneration. If one got to the 
point where one had to took at it in 
that way, one might easily find that here 
was ,a position, of “ unto him that hath 
most, most shall be given ”, because his 
abilities were evaluated on the most 
lavish, scale in the ouitsiide world, and that 
would be an indication of how much his 
services were in demand. Fortunately, 
'that limiting predicament very infre- 
quently arises- 

4745. But on the whole, in the Univer- 
sity you would .think it is quite important 
to keep a .pretty fair relationship between 
the Professors in the different types of 
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study? Oh indeed we do. We should 

like What we call various gaps which 
have opened up to he kept within 
Emits, and some sensibly closed, and if 
you look at the three sets of figures we 
have given, you will see that the oppor- 
tunity was taken, on the last occasion, 
sensibly to diminish' a number of cases. 

4746. Professor Jewkes : That is 

shown in paragraph 14. May I just 
ask, on paragraph 13, about the par- 
mdtted range? After all, it is not a very 
narrow one, it is £2,300 to £3,000. It 
is a fairly wide range. Can you give 
us any advice on the principles which 
are followed by Universities in deciding 
whether the figure is ito be at the higher 
end or the lower end? For instance, 
why should the Professor of Nordic be 
placed lower— f think you mentioned 

he was to be at the bottom? 1 think, 

in the first place, the actual extent to 
which that range can be used is affected 
by the permitted sum, which restricts the 
total amount of supplementation ; and I 
think, in the second place, there is no 
actual possibility at the moment in 
relation to general income of the hope 
of this range being effectively used in 
the non-medical field. In the third 
place, I think that in many cases 
decisions are made on mixed criteria, 
and it would be an assessment on such 
unlike criteria as personal eminence, 
obvious high value of services — either 
to a department or of the subject to the 
University as a whole — and, of course, 
in many cases the actual nature of the 
subject and the work done and the 
respoansdbiliLties which go with it. For 
example, you would naturally expect a 
very expensive technological department, 
or a very expensive pure science depart- 
ment, with a Professor at the head of 
it— if the appointment had been well 
made— you would naturally expect him 
to be well up in the professorial spread 
on all three grounds, eminence, respon- 
sibility and the fact that he was engaged 
m an activity which was very highly 
remunerated elsewhere.— Dr. Knox : 

Uuld I add one point about this ? Some 
universities^ took the view when they 
were told, “ Here is a global sum which 
you oan spend if you can find it out of 
your general grant, for lifting professorial 
sa^nes above the minimum ”, that what 
ney ought to do was to try to diminish 
me gap .between medical and non-medical 



staff, and they divided at more or less 
equally between them. Other Universi- 
ties took the view that what -they ought 
to do was to remunerate more (highly 
the people of personal eminence and 
t J le i heads of big departments, and so 
rorth. Both of these quite different 
criteria are in use in Universities, and 
as Sir David says, there were no rules 
laid down when this business began 
That is the position today. There are 
some Universities with one system and 
some with the other — some wanting to 
close the gap between medical and non- 
medical, others wanting to give special 
salaries to certain special people. — Dr. 
Logan : There are even wide variations 
additional to that. In London the 
general view was that pant of this per- 
missible grant should be allocated among 
all Professors and the rest used for 'this 
purpose, and one Institution at least has 
used the rest to give salary increases on 
a pure seniority basis. There are almost 
as many ways of dealing with this prob- 
lem as there are those who have to 
handle it. 



4747. Chairman : And that is a satis- 
factory position, that there should be 
many ways and some flexibility in deal- 
ing with this according to circumstances, 
whether geographical or at any point of 

time? 1 think it is a very good thing 

to leave the discretion with the academic 
institution. 



4748. Sir David Hughes Parry : 

Within the limits prescribed by the Uni- 
versity Grants Committee. Yes, to 

settle the matter in relation to its own 
needs. 

4749. Chairman : Could you give us 
just an idea as to the size of this per- 
mitted sum in relation to the total salary 
for Professors? This is given to the 

Professors, is it not? Sir Philip 

Morris : Yes. 



4750. Is it of the order of 10 per cent 
to 15 per cent of the sum paid out to 
Professors, the amount that can be 

spread at your discretion? Dr. 

Aitken says 12 per cent, but I would 
like to do some arithmetic before I give 
you my answer ; it is probably of the 
right order ; it is between 5 and 15 per 
cent. 

4751. Sir David Hughes Parry: It 
may be that we could get the actual 
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figure from the University Grants Com- 
mittee. Well, it is capable of being 

worked out theoretically. 

4752. Chairman'. Is it in fact calcu- 
lated or allocated on that basis, as a 
percentage? — - — No. 

4753. It is not : it is a stun which has 
no relation to anything in particular? 

It is perhaps a more complicated 

calculation than one might think, but 
it is capable of being worked out 

theoretically. Dr. Logan : You can 

get the information from the U.G.C. We 
are not in a position in our own Univer- 
sity to know what is happening else- 
where. Some of us may have shrewd 
pispicions of what happens at other 
institutions, but we do not know what 
happens over the whole scheme. It differs 
from University to University. 

4754. Professor Jewkes'. One point I 

am particularly interested in arises out 
of a discussion we had this morning 
with a witness who was talking about the 
relationship between clinical and pre- 
clinical salaries — medical people in 
Universities. The moment one begins 
to discuss that, the question of the rela- 
tionship between pre-clinical scientists 
and other scientists comes up. I was 
wondering whether you could give us 
any indication as to whether, in the 
operation of the permitted limits, the 
different Universities have tried to in- 
crease science salaries in relation to 
professorships in the arts, because it 
affects the relationship between the pre- 
clinical salaries and science salaries Is 
there any attempt to widen the gap be- 
tween science and the humanities? 

The University Grants Oommdttee would 
have the information. I am perfectly 
willing to give you the position in 
London, however, where I would say 
that the average salary of a science pro- 
fessor is about £100 more than the 
average salary of an arts professor — 'but 
that is only the situation in London. 

4755. But in most cases the gap would 

be small? Sir Philip Morris'. Again 

we only know the situation in each of 
our Institutions. It rather masks the 
information which you want if it is dealt 
with in terms of averages, because the 
average itself represents considerable 
variation within the class of which it is 
an average. 



4756. And the position may differ 
widely from University to University! 
Yes. 

4757. Chairman : But broadly, I think i 

you have said already that, in general j 
terms, most of the clinical professors 
will be on the £3,000 or very near it; ! 
that most of ,the non-medical people must ] 
be much nearer to £2,300 than £3,000; f 
and that the pre-clinical ones are some- 
where in between. 1 do not think 

anyone would disagree with that.— Or, 
Logan : It is true, but in London, owing 
to the difference of the consultant grade 
salaries, there are increments for clinical 
Professors ; so a Professor will normally 
go to the maximum. In the case of a non- 
medical Professor, his chances of getting 
£3,000 are very limited indeed. 

4758. Sir David Hughes Parry-. May l 
just ask one more question on paragraph 
13? It has been represented to us that 
there ought to be extra payments for 
administrative duties. Are there any ex- 
amples in Universities of extra payment 
to members of their staff for purely ad- 
ministrative work because it adds to the 
responsibility and work? It is a question 
of extra remuneration outside the scales, 
-Sir Philip Morris'. Of extra re- 
muneration, I expect there are cases; 
whether they are outside the scales is a 
separate issue, because they could easily 
be inside the scales and still receive extra 
remuneration for extra administrative 
duties. 

4759. Yes, I appreciate that. In my 

own case, with the exception of certain 
administrative duties which are not re- 
lated to the departmental position of the 
person concerned, there are no such pay- 
ments for administrative responsibility. 
Where they exist they are very small in 
character ; they are honoraria and relate 
to a certain state of affairs. For example, 

I know of a case where a person receives 
an additional payment of £100 whilst he 
occupies a job, which he will only occupy 
for as short a time as he can, and will 
willingly pass on the work and the £100 
to somebody else at the earliest 
opportunity. That is the only case of 
which I have direct knowledge, but I 
believe there are examples of administra- 
tive duties being taken into account ia 
this manner in operating the permitted 
professorial spread, and that would be a 
case of supplementation being given over 
and above £2,300, on account of ad- 
ministrative duties. 
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4760. The examples are not many? 
— -No. 

4761. Chairman-. Would that be true 

at Oxford, Sir Folli-ott Sandford? Sir 

Folliott Sandford'. You would find a 
number of cases at Oxford. 

4762. Would you also find people who 
had college responsibilities getting 
additional remuneration for work they 

did for the University? Yes. — Dr. 

Logan : But in (the wide ruin, of the cases, 
it is nearly always Professors who have 
these administrative duties. If a non- 
medical Professor is paid for administra- 
tive responsibility, 'that must come out of 
the permissible grant. You cannot pay 
for departmental responsibilities over and 
above the permitted amount. It is one 
of the factors taken into account in most 
Institutions in quoting the permissible 
salary. — Sir Philip Morris : In relation to 
Professors, it wouild be a different method 
of arriving at the utilisation of the per- 
mitted spread and not an addition to it. 

4763. I am trying to establish this 

point, for instance, in relation to super- 
intendents in mental hospitals in Scot- 
land, where it is suggested that because 
they are at the same time medical staff 
and superintendents, as it were, they 
should earn rather more than if they were 
simply consultants without the adminis- 
trative side as well. That is the kind of 
parallel in your case, so far as you can 
say for Professors — there is a bit of ad- 
justment within the ceiling? Yes. 

4764. But at would count for some- 
thing? It might. 

4765. Yes, but not for very much. 

Dr. Knox: In at least one Scottish Uni- 
versity, it would count for nothing. 

4766. Sir David Hughes Parry : Now 
may we move on to paragraph 14 — 
alteration of remuneration since the war. 
Are there any records of the position, 
say, in 1938? We have 1949, 1954 and 
1957. — -Sir Philip Mor ris : These are 
three revisions of academic remuneration 
which have taken place since the war, 
snd that is why these three are given. 
They represent the whole of the post-war 
story. As far as pre-war salaries were 
concerned, the position of remuneration 
m Universities was entirely different, 
ihere were then entirely individual 
arrangements between Universities and 
meir staffs. The 1949 position really 



represents the first systematic settlement 
of ranges of salaries and salary scales for 
Universities as a whole. If you should 
wish to make comparisons between this 
state of affairs and the state of affairs 
which existed pre-war, you would 
necessarily have to go to the University 
Grants Committee for the information. 
There is no reason why the Committee 
of Vice-Chancellors would wish to have 
it, and there would be no ordinary 
manner in which that information would 
collect in the office of the Vice- 
Chancellors ; but such ■information as 
there is, the University Grants Committee 
would certainly have.— Dr. Logan : 
There are certain statements made in the 
development reports of the University 
Grants Committee about average salaries 
at the date of the .report, and so forth. 
There is a figure for 1938-39 in the 
U.'GvC. development report for 1945-47. 

4767. Chairman : Yes, there is just one 
further point on that. Again, when we 
were talking to the Medical Research 
Council this morning it emerged that 
before the war the salaries of clinical 
and non-clinical people were virtually the 
same, and by the end of the war there 
was a certain difference of about 6 per 
cent. Now, of course, there is a very 
large difference in the ceilings 'because 
of the operation of merit awards. Quite 
apart from merit awards, there has been 
a difference since the war in the non- 
medical, pre-clinical and clinical posits. 
Do you know whether that was so be- 
fore the war all the way down ? — — Sir 
Philip Morris : I think it would 'be very 
difficult to answer, and one has to re- 
member that in a large number of medi- 
cal schools there were many fewer full- 
time consultants on the staffs of Univer- 
sities. The pattern of organisation has 
changed so much that comparison be- 
tween now and before the war would be 
to a large extent false for that reason. 

4768. Sir David Hughes Parry : In the 

medical field, that is? Yes. 

4769. Now I wonder if you would 
explain this : when I saw the dates 1949, 
1954 and 1957, I thought there was 
something significant as to why the re- 
views should take place in those years. 
Could you give the background to each 

one of them? 1 should think that in 

all probability the 1949 review was 
occasioned by medical remuneration. 
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Certainly medical remuneration, in rela- 
tion to the Health Service triggered it 
off if it did not actually completely 
cause it ; but I would say it would be 
perfectly fair to regard there being a 
close linkage between medical remunera- 
tion and these reviews, so far as 1949 
and 1954 were concerned. 



4773. Did anyone tell you, as they told 
the doctors in the same period, that the 
country was in a serious economic crisis 
and that there was a grave danger of ' 
inflation if the salaries were raised? — . i 
Sir Philip Morris : It was said on both 
sides that there was very grave danger 
of inflation. As regards the first, I am 



4770. 1954 is the same, is it? Yes ; 

I was speaking both as regards 1949 and 
1954 but the same is not the case with 
regard to 1957. The 1957 review was 
occasioned by two factors operating, I 
think, unequally. The first was general 
inflation, with the general cost of living 
justification, but the other was a re- 
cruitment factor. It was felt very 
strongly, and it was subsequently— to 
the satisfaction of everybody — proved 
sufficiently, that recruitment was suffer- 
ing and was likely to suffer unless there 
was a substantial change in the remunera- 
tion of the academic staff at Univer- 
sities, and particularly at the bottom 
and at the middle. 

4771. Chairman: How long did it take 

from the time you started to establish 
that fact and the time in 1957 when the 
changes were agreed? Was it a mat- 
ter of months? So far as arguing and 

establishing what it appeared should be 
done was concerned, the time occupied 
was relatively short. I can put it at 
probably three to four months. As re- 
gards the hiatus before really serious dis- 
cussions between the parties took place, 
there was a much longer period, and sub- 
sequent to the serious discussions to 
arrive at a pattern which was capable 
of being justified, the time which was 
taken by the Treasury finally to agree 
to it was somewhat protracted. 

4772. Professor Jewkes: Do you hap- 
pen to recall the date, Sir Philip, in 1956? 
The dates happen to be important for our 

purpose. Dr. Logan : I can give you 

the general picture. At the beginning 
of 1956 it was felt that the situation was 
likely to arrive where a change in 
salary structure was necessary. I think 
the informal discussions, to which Sir 
Philip referred, took place between 
about June 'and October. The announce- 
ment was made by the Chancellor of the 
Exchequer in March, 1957, and I regret 
to say that the salary increases did not 
come into operation until the following 
1st August. 



not sure that the argument was used 
very much in my hearing, hut no doubt 
it was an argument which was used fairly 
strongly as between the Treasury and the 
University Grants Committee. That 
could be the case, and as to that I 
think your question should be addressed 
elsewhere. 

4774. Professor Jewkes: There is 

another point. You made the interest- 
ing comment that the 1949 increase and 
the 1954 increase were probably trig- 
gered off by earlier increases in the re- 
muneration of doctors. Do you feel that 
the 1957 increase triggered off a demand 
on the part of doctors for an increase 
in their remuneration? 

Chairman: I think the dates do not 

quite fit. 1 should have thought the 

action on account of the Universities 
occurred after the doctors’ application 
had already been triggered off. 

4775. Professor Jewkes: I am trying 
to see how far they affected each other, 
1 should say they were chronolo- 
gically arranged in the reverse order, so 
that causality could not be inferred. 

I would think that these were activities 
which were related but not directly. 

4776. A current occurrence bat 
different treatment? The Universities 
got their increase, but the doctors did 
not. — * — I suppose one has to see the end 
of this matter in order to turn it into a 
relative advantage or disadvantage. 

4777. Sir David Hughes Parry: You 

have now taken us almost to the next j 
■matter, namely the methods of assess- : 
ment of salaries. A new scheme, 1 
understand, was introduced about two I 
or three years ago-. It determined me , 
range of university salaries-^ mat j 
right? Yes. 

4778. I wonder if you could give us ■ 
a general description of it, together witn 
any comment that you would like o j 
make on the way it is working— if it ms , 
been working — since it was institute • f 

i 
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.yes, I think I must be allowed to 

begin 'by a short explanation of the 
general situation. The Universities are 
independent, autonomous authorities, 
and each University is an employer ; 
there is no federation of employers. The 
Universities are governed in such a 
manner that they have a large measure 
of seif-government, and those who 
receive remuneration from Universities 
are themselves concerned, <fco a greater 
or lesser extent, according to the occasion 
and .the subject matter of the University, 
in the government and administration of 
the University which they also serve. 
There is therefore a very special position 
arising here. In the second place, there 
is an Association of University Teachers. 
That Association, while representing 
some members of the academic staffs 
of the Universities, is not itself recog- 
nised as a union, but it does feel itself, 
and has the right, to have views and to 
make representations on the subject of 
remuneration at large. During_1953-54, 
and especially during 1954, the Associa- 
tion of University Teachers felt itself 
under an obligation to press very hard 
for some kind of recognition in the 
machinery which was to be used for the 
purposes of reconsidering, 'and, if neces- 
sary, revising remuneration. After a 
good deal of discussion — and not with- 
out some difficulty — it was eventually 
decided by the Chancellor of the Ex- 
chequer in 1955 that the Association of 
University Teachers ought to have an 
opportunity either of approaching the 
. University Grants Committee on the 
grounds of the inadequacy of the 
i remuneration and/or of being consulted 
i before the University Grants Committee 
made submissions to the Treasury in 
relation to the remuneration, of ithe staff 
of Universities. Eventually the Uni- 
versity Grants Committee, after some 
l consultation with the A.U.T.— and with 
the Vice-Chancellors’ Committee, I think 
-decided that the Association of Uni- 
versity Teachers should have the oppor- 
tunity of approach to the Univer- 
sity Grants Committee on the question 
ot salaries, at any time ; and that 
the University Grants Committee should 
reel itself under an obligation at least 
o give .the Association, of University 
teachers the opportunity of expressing 
I ? Vlews before it made representations 
[ aDou,t Varies. But that was all subject 



to the continuing right of the University 
Grants Committee to consult with the 
Committee of Vice-Chancellors, the best 
available 'body to consult with them and 
advise them about general matters 
affecting the remuneration of staffs of 
Universities. It was hoped, at the same 
time, that the Vice-Chancellors’ Com- 
mittee would find itself able to make 
some arrangement with the Association 
of University Teachers by which those 
two bodies found themselves able to 
have, without any commitment on either 
side, general consultations on the subject 
of academic remuneration. So the 
present situation is that the Vice- 
Chancellors’ Committee does con- 
tinuously generally consult with the 
Association of University Teachers on 
matters affecting salaries ; and also on 
certain other matters, but I do not want 
to mention those, because it would 
distort the picture if I did. Those in- 
formal consultations are carried out on 
the basis of sharing views, and of avoid- 
ing unnecessary differences, but neither 
side is prevented by anything which takes 
place in such informal consultations 
from making just what representations 
it feels it ought to make to the Uni- 
versity Grants Committee. In practice, 
the bodies, both being reasonable bodies, 
would feel themselves under an obliga- 
tion to 'behave with strict decorum on a 
matter of that character. And on this 
last occasion they were carried out in 
such a manner that I .think it would 
be true to say that we knew pretty well 
where each other stood at all relevant 
times. The University Grants Com- 
mittee is finally responsible for making 
representations to the Treasury and 
eventually, if necessary, of producing a 
reasoned case for the representations 
which are made, and subsequently for 
passing on the result to the A.'U.T. 
For this purpose, the University Grants 
Committee sits in a different man- 
ner from the way in which it sits for 
all its ordinary business, but as to 
that you would probably wish to 
ask the Chairman of the University 
Grants Committee himself. That, 
broadly speaking, is the picture. Nobody, 
I think, who had the arrangement of 
matters at his disposal, would ever have 
invented this particular way of doing 
things ; but you will see that it has grown 
out of difficult circumstances. It would, 
however, be true to say that it has 
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worked not unsuccessfully, tat whether 
it worked not unsuccessfully would 
be influenced, I think, both by the 
prevailing circumstances and also oy 
whether the outcome appeared to be 
successful on the one hand, and on the 
other hand it would be very much in- 
fluenced by the actual persons who 
happen to be chiefly engaged on both 
sides at the relevant time. I am sorry 
to have explained that m such an 
apparently complicated manner, but it 
is my duty to make it abundantly clear 
that the arrangements are not arrange- 
ments of joint negotiation ; they , are 
not the customary arrangement ot joint 
negotiation found outsider-nor could 
joint negotiation be arranged without 
making a lot of alterations to the status 
and position of the Universities, and m 
a lot of other directions. This is the 
nearest approach we can get to some 
form of joint consultation — iwith a small 
j and small c— and it is the best way 
in which we can get the various bodies 
in a relationship to each other which 
is regarded by each of them as being 
reasonably satisfactory. 

4779. Professor Jewkes: Still on para- 
graph 14, I was going to ask you. Sir 
Philip, about a matter which I think 
you started to raise yourself some time 
ago. If you look at paragraph 14 it is 
quite clear that, as between the three 
groups, non-medical, -pre-clinical and 
clinical, there has been _ a movement 
towards equality of earnings. That is 
to say, the non-medical earnings have 
gone up 44 per cent, the pre-clinical by 
20 per cent and the clinical by 9 per cent. 
Has that been deliberate policy?-^-I 
would say yes, on the whole, arising 
rather in this manner — 'that the position 
as regards remuneration of the academic 
class generally was admittedly extremely 
unsatisfactory in 1949. It was, I think, 
fairly generally concluded that, in rela- 
tion to medically qualified people, there 
had got to be a very considerable im- 
provement ; but it was felt at the time 
to be very ditScult to let what was a 
good argument in relation to medically 
qualified people apply directly to other 
members of the academic staffs at Uni- 
versities. In 1954 a similar state of 
affairs existed, with a very slight differ- 
ence. The general 'pressure of opinion 
in the Universities had begun to have 
an effect, and that general pressure was 
towards a greater degree of equal re- 



muneration between people who were 
members of the same academic comrmm- 
ity and who had in many respects pre- 
cisely similar functions, to fulfil, though 
in relation to different subjects. In 1957 , 
the basis of the revision was different 
because it was much more on the 
grounds of recruitment and of guaran- 
teeing that the Universities would he 
able to obtain the necessary staff to 
make the Government’s expansion policy 
possible. The pressure on Universities to 
do something to remove the big differ- 
ences between medical and non-medical 
remuneration had even more force on 
the 1957 occasion than previously. It 
would not be untrue to say that in 
1957 part of the objective was deliber- 
ately to eliminate to the maximum pos- 
sible extent the basic difference between 
the pre-clinical and non-medical 
remuneration. 

4780. Chairman'. With the recruit- 
ment position as you have explained it 
during the next ten or fifteen years, with 
a great expansion in the Universities tot 
not in the medical schools— do yon 
envisage that it will -become even more 
important to reduce the differentiation! 

The differentiation, except in quite 

unimportant respects, between the pre- 
clinical and non-medical has been prac- 
tically eliminated except for the profes- 
sorial rank. The position as regards 
medical remuneration is that in the 1951 
revision the .position as regards full-time 
medical staff in Universities was not un- 
satisfactory in relation to the then level, 
and even to the present level, of con- 
sultant remuneration. Of course, if the 
consultant remuneration changed very 
considerably we should, to a large extent, 
find ourselves back in a position analo- 
gous to the 1949 position. 

4781. But just below the Professors 
are the Readers and Senior Lecturers, Sir 
Philip. I a,m not absolutely clear, bull 
think the Senior Lecturers in the non- 
medical posts have a range of salary 
varying to a maxima of £2,250. In pre- 
clinical, it is with varying maxima up to 
£2,250, -and in the clinical it is £2,»u. 

It is not distributed evenly among 
Readers and Senior Lecturers. No, 
but it is very small in relation to tne 
clinical posts. Of -course there is a very 
big gap still, and -generally speaking, witl 
regard to Lecturers and Senior Lecturers ■ 
and Professors in the clinical ranges, ( 
their salaries can overlap : for example | 
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there is no reason why a Reader who 
is a clinician should not be paid more 
than a Professor. 

4782. Should not the same thing apply 
for Reader and Senior Lecturer as to 
Professor? That is to say, on the whole 
in the clinical posts, they are nearly at 
the top end of the scale — the top end of 
their various maxima mentioned would 
normally apply ; whereas in the non- 
medical posts they would be nearer the 
bottom end of the maxima. If you take 
the 'Lecturers in the pre-clinical grades, 
you say there is a range of £1,650 to 
£2,250— J which is quite a range. 'Would 
you say that most of the Lecturers in the 

pre-clinical posts are the same? 1 

would not say that general difference 
was valid at the Readership and Senior 
Lecturer range, as (between non-medical 
and pre-clinical, but the Lecturers are 
sui generis. 

4783. Professor Jewkes: You thought 
it was a good academic principle that 
there should be equity of payment be- 
tween the teachers of the same grade in 
different faculties. Can you just enlarge 
on that? Why do you think it is a good 

principle? 1 wonder if you would 

like to make it easier by taking out the 
word “good"? I argued that it was a 
well-established one. 

4784. Yes ; then Why do you think it 

was well-established? 1 think .it 

springs in the first place from 'the foot that 
Universities developed from being small 
rad domestic close-knit communities, in 
which they regarded their obligations as 
being more on an equality because of 
the human responsibilities they have — 
those with whom they work and those 
who they teach— rather than as being 
unequal because of the kind of 
subjects which 'they used for the 
purposes of teaching. I think that is 
where rt begins. It goes further ; because 
1 tank that Universities generally have 
wished to avoid (big social disparities 
withn communities, and they have 
wished to prevent that state of affairs 
occurring . In which they have very 
different kinds of manners of living going 
on amongst people who really should be 
working closely together. I suppose, 
shortly one of the arguments which is 
strengthened by the first two. is if there 
is competition anywhere, of course it 
ooes assist you whenever you wish to 
argue that the general level of remunera- 
tion should be raised. I think that is 



being quite fair to 'the argument, but I 
daresay that possibly my colleagues may 
to ddfer on this, .and if they do I 
think they should say so. 

4785. Chairman-. Yes, please. But 

tnat is ifche position as I understand it 
speaking .as one who- has comparatively 
recently come into the university world 
and has for himself tried to find out 
the importance of this particular 
phenomenon. 



4786. Sir David Hughes Parry : I 
wonder if I could take you a step 
further? If has been represented to us 
very strongly that the merit award should 
be extended to those who work in the 
scientific 'medical field, although they are 
w* -'^^ered for medical purposes. 
Would there be any repercussions or 
■reactions in the university world if there 
was an extension? -We have con- 

sidered this on many occasions, not 
'Without anxiety. I think that, in accord- 
ance with the point of view which I have 
tried Ito explain, the merit awards would 
not be, as you would expect, very attrac- 
tive as far as the Universities were con- 



cerned at all. They do represent a fairly 
substantial variation between some 

members of the staff of Universi- 
ties and the rest. At the same 
time the merit awards, as they are at 
present operated, have been simply by 
■the operation of time accepted as being 
both logically founded and reasonably 
and sensibly limited, and I think nowa- 
days most people, dn'chiding, for example, 
less well remunerated Vice-Chancellors, 
have got used to the idea of a full-time 
clinician getting a higher total remunera- 
tion, on the grounds 'that he has all the 
pain and anxiety and worry of actually 
carrying out clinical duties in dealing 
with actual patients. That seems to rep- 
resent a dear, acceptable and “justifi- 
able ” criterion. It is the cause of some 
embarrassment and anxiety, but at least 
it is embarrassment and anxiety within 
reasonable limits. An extension of the 
merit award system beyond those who 
were actually put to the pain and suffer- 
ing of dealing with clinical work and 
actual patients, would certainly increase 
our difficulties and embarrassment and 
would certainly cause problems for us. 
We have thought very seriously whether 
lit was either possible for us, or indeed 
our duty, to try and find some other 
alternative proposal which would be free 
from some of these difficulties and in 
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itself defensible ; but we think that we 
are neither responsible for making any 
such suggestions nor 'if we were, that 
-there were any suggestions that we could 
make. We have been forced — not with- 
out difficulty— to *e conclusion that the 
merit award system, as it now exists, 
though embarrassing, is tolerable ; that 
its alteration or extension might be even 
more embarrassing and consequently 
intolerable, and .that lilt would certainly 
have repercussions, but those repercus- 
sions would be very difficult to forecast 
unless we knew the nature of the 
changes. 

4787. Chairman : Sir Philip, you were 
■talking to Sir David about the extension 
to a fresh cla-ss of recipients ; but would 
your answer be the same if we had been 
asking you what you would think of 
increasing the amount of a merit award 
or increasing the proportion of those 

now eligible who' might obtain it? it 

would not be quite the same but in 
some respects if would be similar. A 
considerable increase in the incidence of 
merit awards or in the amount would 
have such an effect on the actual 
remuneration 'that of course it would 
have a repercussion of some kind — how 
■big would depend on the size of the ex- 
tension and the amount of increase— 
on the salaries position generally. It 
would not be the same because the de- 
parture from the present criterion, by 
which merit awards are confined to those 
who are actually responsible for the 
treatment of patients and have all the 
disadvantages and responsibilities and 
the rest that goes with it, would of 
course introduce another factor 
altogether. 

4788. We have heard, Sir Philip, that 

doctors who are not just right within 
the National Health Service but who 
are 'employed in other ways such as 
medical officers of health are anxious to 
be treated not as members of the par- 
ticular community of civil servants or 
Whatever it may he in which they work 
jut as doctors, and remunerated accord- 
ingly. On the whole, in the University 
you favour a university community 
where all Professors can look to each 
other with an equal amount of respect 
and think of themselves first as Pro- 
fessors? That I think would be true. 

4789. That really is the position of the 
Universities as a whole?' — ■ — Yes. 



4790. And, Dr. Aitken, that would on 
the whole go for the clinical faculties, 

would it? Dr. Aitken : I think, Sir, I 

would rather put it this way, that there 
are tiwo forces operating, both of them 
quite strong and important. One is that 
we wish a university community to be a 
community of people and not just an 
aggregation of persons coming in and 
doing their jobs and going home— and 
these considerations about salary have an 
important bearing on whether they do 
become a community of people ; we take 
them very seriously. But the other force 
that we have also to take very seriously 
is the problem of recruitment subject by 
subject and faculty by faculty in the light 
of the available numbers of good people 
in each line of country and the demands 
for them and the rewards offered to them 
outside. It is obvious that that forces j 
us, and has forced us, into a differentia- ! 
tion of salaries between medicals and 
non-medicals and even, as you heard, to 
some differentiation of salaries within the 
non-medical professorial group. I hope 
at least that all, or very nearly all, the 
justifications we gave for differentiating 
salaries among the non -medical Professors 
— we had a list of them a little while ago 
— 'are ultimately referable to the problem 
of competition outside and the need to 
attract to' the University a sufficient 
number of top level people. 

4791. Might it be that some entirely 
different Chair, for instance of nuclear 
physics or engineering, because of com- 
petition from industry and outside 
generally, had to be dealt with in the 
way that clinical posts have had to be 
dealt with in the past, and would that be 
a very -great trouble if it arose? — 1 
think it is not unlikely that in the near 
future we may find that it is difficult to 
maintain in some of the engineering 
Chairs the level of quality relative -to the 
engineering profession outside that now 
obtains between our medical professors j 
and the medical world outside. That is I 
to say, the problem that you adumbrate j 
may easily face us quite soon. 

4792. Would you feel that is something j 
you could deal with more easily, without | 
making the University less of a oom- . 
munity, than, if you had to give, for in- I 
stance, an extra £1,500 a year, say, which j 
is less than some of the top medical Pro- . 
lessors get altogether, over other Pro- j 
fessors? Would that upset the whole | 
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university structure? The point of 

compromise would move a little, but it 
would not upset the whole thing if it were 
sufficiently limited in extent. My initial 
point is that we have got to accept the 
resultant of two forces and we do not 
want to go too far from the middle path. 

4793. Professor Jewkes : How far might 
you be forced away from it? Take the 
position of science and scientists. If it is 
generally accepted that there should be 
more scientists and science teachers in the 
Universities might it not be a good thing 
to have an increase in the remuneration 
of scientists without an increase in the 
remuneration of other Professors? 
Otherwise if you gave them all an in- 
crease it would frustrate the scheme, 

would it not? That is something we 

would have to examine in the light of the 
situation at the time . — Sir Philip Morris : 

I am not sure that it really frustrates the 
scheme because at any particular time at 
which this is done these are not inter- 
changeable units and cannot compete 
with each other for the same .post. 



4794. But in, so far as they are inter- 
changeable units? Originally ? 

4795. Yes. In so far as they are 

interchangeable units ; but in a number 
of cases they are not interchangeable 
units, so it would theoretically (be per- 
fectly possible in (the short run to raise the 
salaries of all members of the academic 
staff on the grounds that it was absolutely 
essential to raise some. It /would be 
theoretically possible in the short run,. 



4796. Chairman: Provided you could 

get the money? Yes, I mean in rela- 

tion to this question of achieving the 
object. 

4797. Professor Jewkes : We are always 

being told it would be easy to divert 
people from humanities to science with- 
out anyone suffering. It takes a long 

time. As everyone knows, the diversion 
of people from one field of activity to 
another involves a totally different time 
factor from, for example, changing from 
employment in a University to ernploy- 

; me ?l in an industrial firm in the same 
I activity. They are really not in pari 
| materia, the two problems, are they? 

| 4798. I am an economist a.nd I suffer 

I from the disadvantages of my profession, 
j but surely if one thought in terms of 
[ getting the most_ rapid increase in the 
| number of scientists in the Universities, 



I 



both teachers and undergraduates, it 
would be better to raise the remuneration 
of the science teachers without raising the 
remuneration of the people in the 
humanities, would it not? The long- 

term effect of doing that might increase 
the number of people who had directed 
their course towards science teaching in 
Universities, but as between people who 
offered themselves for appointment in 
science posts and non-scientific posts it 
would have no immediate effect whatso- 
ever between those two. It would give 
the Universities a better position possibly 
because the remuneration, was higher in 
relation to other scientific employment. 

4799. Chairman: But even taking the 
long-term effects, Sir Philip, is it not 
normally so that a dramatic change in 
the relativity would be more likely to 
have a marked effect on (the one hand 
in attracting recruits and on the other 
hand in upsetting the university com- 
munity, and that a comparatively small 
or gradual change would cause much less 
upset in the community of people but 
would not (have quite the same effect in 
strength? It is rather difficult to get 

both. Universities would have to be, 

I imagine, always reasonable enough to 
recognise the necessity on occasions, for 
some differentials, but they would wish 
the general policy in the long-term to 
return to at least a middle course, and 
they would not be disposed to accept 
that, in order to attract from one field 
of activity to another field of activity, a 
big change of remuneration could in the 
nature of things be justified. They 
would accept that some change of 
remuneration might conceivably be justi- 
fied by the necessity over a longer term 
to direct parents’ and boys and girls’ 
interests in different directions, and that 
might indeed operate. But if the Uni- 
versities themselves, for example, were 
asked to operate a scheme of the scale, 
character, scope and weight of the merit 
award system as applied to clinicians it 
would be, I should say, beyond the limits 
of tolerabffity and would be exceedingly 
disruptive. 

4800. Looking to both the areas over 
the next generation shall we say, are 
you on. the whole wanting to influence 
fewer people towards medicine and more 
to some of the other sciences which are 
linked together, so far as can be seen? 
For instance, the new Churchill College 
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Explanatory Note by the Royal Commission 

The following list of topics was drawn up by the Royal Commission and issued 
along with an invitation to submit 'evidence, to all representative medical 
organisations : — 1 

ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 

(i) The quality and quantity of recruits (a) offering themselves and ( b ) accepted 
for training as medical students. 

(ii) The quantity and quality of newly qualified doctors. 

(iii) Wastage of men and women during training and in the firslt few years 
after qualification with any remarks on incidence and causation. 

(iv) The cost and duration of training and the extent to which, the cost is or 
should be met from grants (including both the adequacy of the grants and 
the proportion of students receiving them). 

(v) The position and prospects of a newly qualified doctor. 

(vi) Any trend to excessive resort to certain branches of the profession at the 
cost of others. 

(vii) The relative advantages and disadvantages, financial and otherwise, of 
service as: — 

(a) a principal in single-handed general practice, 

(b) a partner in general practice, 

(c) 'a whole-time consultant in the National Health Service, 

(d) a part-time consultant with the maximum number of sessions, 

(e) a part-time consultant with only a few sessions, 

(/) a Senior Hospital Medical Officer, 

(g) a doctor in any other sort of practice or employment. 

* Afternoon only. 

311 ?3 A 2 
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(viii) The difficulties encountered by members of the registrar grades. 

fix) The difficulties of entering general practice, with special reference to the 
position and prospects, financial and otherwise, of assistants. 

(x) The importance of private consulting practice as an incentive to entering 
the consultant branch of medicine. 

(xi) Expenses in general practice, how far they vary -above and below the 
average and how far payments, -e.g. towards capital, have to be made 
which are not allowable as expenses for Income Tax purposes. 

(xi-i) Comparative -treatment for Income Tax purposes and in relation to expenses 
-of whole-time and part-time consultants in the National Health Service. 

(xii-i) Any anomalies in- the methods of payment of any branch of the profession, 
e.g. maldistribution as opposed to wrong total volume. 

(xiv) Comments on the present system of calculating and distributing general 
practitioners’ remuneration through a central pool. 

(xv) General comments on the system of merit awards and the method of 
allotting them, with -any suggestions for an alternative system. 

(xvi) Particulars of financial stringency suffered by any classes of doctors 
illustrated by personal -budgets of practitioners. 

(xvii) Special considerations of which account -ought to be taken, in discussions 
of medical remuneration. 

(xviii) Specific proposals for medical remuneration. 

(xix) The practicability of -the profession establishing a fixed scale of payments 
for assistants in general practice. 

(xx) Proposals for specific machinery or procedures to be established for dealing 
with future discussions of medical remuneration. 

(xxi) Any factors other than remuneration which are affecting -the contentment 
of general practitioners. 



SCOTTISH ASSOCIATION OF MEDICAL ADMINISTRATORS 
Evidence for submission 
to the 

Royal Commission on Doctors’ and Dentists’ Remuneration 
Preamble 

1. This memorandum is concerned solely with the remit of the Royal Commission 
as -it applies to -the terms and conditions of service of members of the Scottish 
Association of Medical Administrators. Our members work in the closest 
co-operation with th-eir medical colleagues in all branches of the National Health 
Service and .at one point in our discussions we considered submitting evidence 
covering a much wider field. -Memoranda are, however, being submitted to the 
Royal Commission from all -branches of the National Health Service and it now 
seems clear -to us that no- very -practical purpose -would be served by repeating 
evidence being brought before the Royal Commission -from -other and more 
appropriate sources. 

2. We -do feel, on the other hand, that -there is a great need to clarify and 
re-appraise the position of Medical Administration in the National Health Service, 
This need is most clearly seen in -reference -to the position of the whole-time 
Administrative Medical Superintendents of Hospitals. 

3. It will be found that in this Memorandum we keep coming -back again and 
again to the position of these Medical Superintendents. What applies to them 
applies also very largely -to -Medical Administration in the National Health Service 
as a whole, and if the position -o-f these doctors working in hospital -administration 
is secured much will have been done to clarify and establish the position of Medical 
Administration in the National Health Service, at -least so far as Scotland is 
concerned. 
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Description of the Association 

4. The Scottish Associaion of Medical Administrators was founded* “ to maintain 
and develop medical admmistrataon within the National Health Service: to provide 
opportunity for .Medical Administrators to meet and discuss matters of clinical and 
administrative ^interest ; and to foster training and instruction in Medical 
Administration.” 

5. Membership is open to Medical Administrators in Scotland from the Depart- 
ment of Health, the Regional Hospital Boards and the Hospitals. There are some 
eighty doctors eligible for membership and the main correspondence of the 
Association goes to them all. The paid up membership is forty-five. Meetings are 
held quarterly and are attended by up to forty members— the average attendance 
is twenty-five. The meetings are held in different hospitals in the five regions of 
Scotland in turn and opportunities are taken of seeing and discussing new 
developments as they occur. 

6. The Council of the Association, has a President, Chairman, Vice-Chairman 
Secretary and Treasurer and ten ordinary members. They are chosen so as to be 
as representative as possible of the five regions and of the different kinds of Medical 
Administrator forming the membership of the Association. The 1956-57 Council has 
7 Medical Superintendents, 2 Physician Superintendents, 2 Senior Administrative 
Medical Officers of Regional Boards, 2 from the Department of Health and 1 Deputy 
Medical Superintendent— geographically it covers 2 from the North-Eastern Region, 
3 from the Eastern, 3 from the Western, 4 from the South-Eastern and 2 from the 
Department of Health. When appointed, one of the Council members was from 
the Northern Region but has since transferred. (Appendix A.) 



Historical Background of Scottish Association of Medical Administrators 

7. The Association came into being in 1954. It was formed from the Scottish 
Branch of the Medical Superintendents’ Society and when it was formed membership 
was widened to include in addition, to Medical Superintendents,* “other Medical 
Administrators within 'the National Health Service.” 

8. The reasons for this secession are not hard to find. By 1954 .the attitude to 
Medical Superintendents in England and Wales had become so different from that 
in Scotland that separation was the logical step. It was a step understood and agreed 
to by Medical Superintenden ts on both, sides of the border. 

9. By 1954, in England and Wales, Administration was coming to be regarded as 
a profession of which hospital administration formed a branch. This meant that 
a training in catering or accountancy with secretarial and administrative experience 
could form the basic training for a hospital administrator on which background he 
could learn whatever further skill and modification hospital administration might 
require. As a result of this .attitude Medical Superintendents were being replaced in 
England and Wales by Lay Administrators. Bradbear bears this out by the falling 
figures for Medical Superintendents (Bradbeer paras. 48 and 49) and in particular 
points out that by 1952 only eight full time Medical Superintendents were left in 
England and Wales. 

10. In Scotland the feeling was and is quite different. Here we feel that since 
a Hospital is for the care of patients, and since the care of patients is a medical 
responsibility, medically trained men are best suited to administer the hospitals; 
in fact, that Medicine is a profession within which Medical Administration has a 
logical and recognised place. 

11. The difference between the two systems has other features of importance. In 
! England and Wales Medical Superintendents are still appointed to some hospitals. 
| But such Medical Superintendents are not Medical Administrators in the Scottish 

sense. They are part-time administrators with a main interest in some clinical 
specialty. This concept of Medical Administration is made clear in 8radbeer( n ) 
| para. 72, which says — “The medical administrator must be a consultant in active 
| practice ... we do not think he should be required to give more than a reasonable 

1 * Extracted from the Constitution of the Association, 

I 
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, w 4 ' 1 Hp .thus merits extra remuneration over and above his 

"without such extra remuneration it will continue to be difficult 

to fill these posts. 



J 1U1 'UlCSC 

• nTP.i T _ stringency it is clear from what has now been said 

xvi. With Tegard to financial g u to t ^ e present, been treated as poor 

that Medical Administrators clinical P colleagues suffer financial stringency, 

relations and m prison with then elm ^ ^ ^ ^ ^ salary for ^ ^ 

A clear example of this P , ^Qimerintendents in Scotland is £1,000 less than the 

highest Administrative award. In the days before ffil 

^ a 

^cMlTinTeachinfHospitals, an entertainment allowance. 



DCLilCUiy dll 4. ““'•“"‘o a. - . 

.. . J to be taken into account when thinking of the 

xvu. The s P™f ™™^ r * toi Medical Administrators and especially of Hospital 
remuneration and L Me dical Superintendent is a specialist requiring 

Superintendents include -these the “ e me * P appr eciate the outlook of other 

sound clinical knowledge so tot he^ canj y pubUc heal , th or general 

members of the Medical profess nerson in hospital who carries ultimate 

practice : the Medical Supe™^®^®^ ^mentioned* 1 by members are the Medical 
responsibility. Other considera 1 t the y length of his experience and 

Superintendent’s J? 8 ? 0 propel required of these officers, 
training and the lg future recruitment of the right kind of 

There is considerable anxiety abo u establishment of some three 

doctors for Medical Administration Vt. mat me^ the W0lk at 

De^Ttmental, Rekonal° S and ^Hospital ^ ^/ s ^ a ^ ca fe S S ’ a nd t£Sf : is an obS 

In Scotland the responsible :ies ^ *es ^ the number of individual hospitals 
on the number of beds m the bospitels ™ ^ were graded lint0 6 classes. 

— with — datiOT 6 

that "the am^nt pa/tfffii 

the salaries paid to consultants . ...... the 

In drawing up these scales the Association has accepted for the present 
exiting & of hospitals. The scales prepared are as follows. - 
£2,750 x 100—3250. 

£2,650 x 100—3150. 

£2,550 x 100—3050. 

£2,350 x 100—2850. 

£2,050 x 100—2550. 

£1,850 X 100—2350. 



Group 1 
Group 2. 
Group 3. 
Group 4. 
Group 5. 
Group 6. 



(3)* 

(3) 

(7) 

(9) 

(3) 

( 2 ) 



VJ f VLtJJ V/. V"y -j 

These scales are based on consultants’ salaries as at April 1st, 1957, and shou 
be subject to revision so that the ceiling scale » Group 1 rases as that of g 
Consultants rises and that the ceiling scale in Group 6 remains appreciably g 
than the ceiling for S.H.M.O.’s. 



The Deputy Medical Superintendents axe at present paid on a scale ■ 
thirds that of the corresponding Medical Superintendent and no change to 
relationship is at present proposed. 



■ The number within the brackets is the number of appointments in that group. 
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XX. In considering the arrangement for negotiating salaries it is contended that 
this Association should be included in the machinery for discussions and negotia- 
tions K is also stressed that ithe salaries ' of a11 medical officers within the hospital 
service should continue to be considered by one and the same Whitley Council. 

xxi In commenting on factors other than remuneration which are affecting the 
contentment of doctors working in the sphere of Medical Administration, two 
points were brought out : they have financial implications and so are perhaps not 
totally unrelated to remuneration. 

(1) There still are anomalies in respect of charges for emoluments and amenities 
—a more liberal attitude in such apparently small matters would be well worth 
w hile. Some of these anomalies are inevitable but it is felt in particular that where 
a Medical Superintendent is expected to entertain Hospital guests he should have 
an entertainment allowance. 

(2) Some members have felt a certain .insecurity of status and while this will be 
clarified if the Henderson report is implemented, especially in regard to recom- 
mendation 4 which says that the Medical Superintendent ‘ ought to be the co- 
ordinator of all activities within 'the hospital’ there are many who maintain that 
status cannot be dissociated from remuneration and that to maintain his position 
as Superintendent and Co-ordinator the occupant of such a post must be properly 
rewarded financially. 

Comment 

19. In spite of the support for Medical Superintendents given by the Scottish 
Consultants and Specialists, the Guillebaud report, the Henderson recommenda- 
tions and the W.H.O. documents quoted in Appendix B, there still is anxiety in 
Scotland lest the English system of lay administration be imposed on the Scottish 
Hospitals. 

20. The Henderson report in paragraph 15 fails to make the Scottish position 
in this matter clear. That paragraph states that 22 Hospital Groups out of 84 
have medical superintendence and so the paragraph concludes “it can be seen 
that at present only a minority are directly concerned with the appointment of 
administrative medical superintendents The statement as it stands is true but 
the comparison of 22 Boards with 84 as the possible number is misleading and 
might even suggest that 75 per cent, of the Boards in Scotland have lay 
administration. 

21. How far this is from the true position will be seen at once when we 
remember that the 84 Boards mentioned include Boards with responsibilities in 
outlying and island communities, 2 Boards which are Dental Boards and have no 
hospitals, 2 Boards of Special Hospitals which have Physician Superintendents 
and 24 Boards of Mental Hospitals and Mentally Defective Institutions which also 
have Physician Superintendents. 

22. A much better way to appreciate the overall position in the Scottish Hos- 
pitals is to consider the method of administration in relation to the number of 
beds administered. This is done in 'the table in Appendix C which shows that 
up to .the present, nearly all hospitals in Scotland of 250 beds and over are an fact 
medically administered and that 88 per cent, of the beds in general hospitals or 
93 per cent, of all hospital beds in Scotland are medically administered. 

Conclusion 

23. This Memorandum serves to show that Medical Administration is a medical 
specialty within the profession as a whole and performing a valuable function 
within the National Health Service. 

24. The recent report prepared for the Department of Health for Scotland on 
“Medical Superintendents and Medical Staff Committees” {The Henderson report) 
agrees with our contentions. The evidence of our Memorandum is also unreservedly 
supported by the Scottish Consultants and Specialists and by the World Health 
Organisation Expert Committee. 
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25 It is our contention that the recognition of Medical Administration as a 
snSalW fn iS own right is overdue and as a logical step towards that recognition 
we^submi? mor<T adequate salary scales for whole-time Administrative Medical 
Superintendents and a proper career structure for Medical Administrators 
throughout the National Health Service. 
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APPENDIX “ B » 

WORLD HEALTH ORGANISATION TECHNICAL REPORT SERIES No. 122 

ROLE OF HOSPITALS IN PROGRAMMES OF COMMUNITY HEALTH 
PROTECTION 

7. Administration and Organisation 



The Hospital Administrator and hospital staff 

The Committee noted that in a certain number of countries hospital management 
is carried out by non-medical administrators, usually trained at commercial or 
business schools. In other countries, hospitals are administered by physicians with 
special administrative experience, and it was mentioned that at least in one country 
a public health degree was necessary in order to become director of a general 
hospital. The Committee was of the opinion that, for the overall administration 
of a hospital, a physician was preferable to a layman. Among .the arguments 
advanced in support of this contention was that a medically qualified administrator 
would tend to enjoy greater confidence and respect and therefore closer co-operation 
from all the professional staff who have direct contact with the members of the 
community seeking help and guidance. He would also better understand the needs 
and problems of a hospital service and would, in consequence, have the best chance 
of arriving at satisfactory decisions. 

It was, however, recognised that a large part of the day-to-day administration of 
a hospital is concerned with what were called “ house-keeping ” duties which are 
essential for the overall management of any establishment catering for human wants. 
The Committee thought that this aspect was often unduly stressed, important though 
it admittedly is. A medically-qualified hospital administrator could nevertheless be 
assisted by a fully-trained lay hospital administrative assistant who could be 
responsible for these duties. On the other hand, an administrative committee could 
be organised to assist the hospital administrator to discharge these duties. It was 
recommended that a senior nurse should always be a member of such a committee. 

It was agreed .that a physician-administrator of a large hospital should be employed 
on a full-time basis, preferably without clinical responsibilities, and he should be 
adequately trained in hospital administrative techniques. It was also emphasised 
that a careful evaluation of candidates for hospital administration training should 
always be made to ensure that medical trainees who have a “ flair” for administra- 
tive and public health work are selected. 
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APPENDIX C 

Hospital Beds in Scotland and their method of superintendence in 

RELATION TO THE SIZE AND TYPE OF HOSPITAL 



The figures used here are taken from the 1957 edition of the 
Hospitals Year Book 



Size and Type 
of Hospital 


With full-time 
Administrative 
Medical 
Superintendents 


With Surgeon 
and Physician 
Superintendents 


With part-time 
Medical 
Superintendents 


Others 


No. of 
Hospital 


Total 

beds 


No. of 
Hospital 


Total 

beds 


No. of 
Hospital 


Total 

beds 


No. of 
Hospital 


Total 

beds 


Over 
500 beds J 


General 
’ Mental 


16 


12,836 


3 

20 


1,899 

20,483 


— 


— 


1 


796 


250 but' 
under 
500 beds. 


. General 
Mental 


17 


5,467 


1 

9 


362 

3,560 


= 


— 


- 


— 


100 but' 
under 
250 beds. 


General 

Mental 


42 


6,161 


4 

12 


798 

1,985 


7 


1,003 


10 


1,637 


50 but ' 
under 
100 beds. 


. General 
’ Mental 


35 


2,446 


7 

1 


453 

71 


9 


575 


13 


894 


Under 
50 beds J 


_ General 
* Mental 


84 


2,188 


3 

6 


106 

116 


33 


731 


61 


1,410 


Totals 


‘ General 
. Mental 


194 


29,098 


18 

48 


3,618 

26,215 


49 


2,309 


85 


4,737 



Thus: — (i) Of 65,977 hospital beds in Scotland under the National Health Service, only 4,737 
are without Medical Superintendence, i.e., 7 per cent, of the total. 

(ii) Of 39,762 hospital beds in Scotland exclusive of the Mental Health beds, 29,098 are 
administered by whole-time Administrative Medical Superintendents, i.e. ; 73 per cent., 
and of the remainder a further 15 per cent, is medically administered either by part- 
time Medical Superintendents or Physician Superintendents. 
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Examination of Witnesses 

Dr. S. G. M. Francis, Chairman of the Association 
Dr. C. Bainbridge, Vice-Chairman 
Dr. F. D. Beddard 
Dr, W. Mackie 

DR. P. w. R. Petrie, Honorary Secretary and Treasurer 

on behalf of the Scottish Association of Medical Administrators 
Called and Examined 



4810. Chairman: Dr. Francis, as 

Chairman of the Scottish Association of 
Medical Administrators you will be 
acting as the principal spokesman, will 

you? Dr. Francis : We discussed this 

this morning, Sir, and although I can act 
as spokesman if you like, I would prefer 
just to direct the batting order because 
I do not want to do all the talking. 

4811. You will find questions being 
shot at you from any member of the 
Commission on these matters, but prin- 
cipally from .Sir Hugh Watson, who has 
been the Chairman of the Subcommittee 
which has considered this particular 
batch of evidence. I must remind you 
that this is a public session, so anything 
which is said is liable to appear in print, 
at any rate in the printed evidence which 
we will eventually produce. You are 
concerned with a particular point and 
we intend to try and keep it to the rather 
narrow issue which affects administrators 
in particular. We may have to go a little 
to one side or another of that. That 
therefore means we do not expect to 
cover every point you have raised in your 
memorandum, but I hope you will not 
think that those we do not cover are 
necessarily either accepted or considered 
irrelevant, because of course we have 
covered much of the ground with other 
bodies from time to time. Equally of 
course, as you probably know, if we do 
not question you nobody else will, and 

we shall question you perhaps rather 
firmly. You are not to take that as 

implying any kind of hostility. No, 

Sir, we will not. 

4812. Would you mind first, fo.r the 

purposes of the record, describing your 
Association and its coverage, member- 
ship and so forth? The Association 

fias been in existence now for four years, 
^d it was formed by our agreeing 
amongst ourselves to dissolve the Medical 
Superintendents’ Society, Scottish branch, 



and reconstitute ourselves into a Scot- 
tish Association of Medical Administra- 
tors. We now embrace doctors in the 
Department of Health who are interested 
m the hospital side of the Health Service, 
Regional Board medical officers and 
administrative medical superintendents of 
Scottish hospitals, as well as physician 
superintendents such as we have in 
mental _ hospitals or in tuberculosis 
sanatoria. 

4813. How many members have you? 
~ The paid-up membership is about 

4814. And how many could there be? 
Eighty-five. 

4815. Sir Hugh Watson: What exactly 

do you mean by the paid-up member- 
ship? We look upon that as the active 

membership of the Association, Sir. If 
people pay their subscriptions we reckon 
they are really active functioning 
members. 

4816. So out of the possible 85, you 
have got 50 members who take a really 
active and live interest in your body? 

iYes. We send our circulars to all 

the appropriate people in Scotland, but 
of course .the balance of 30 largely con- 
sists of general practitioners who are 
acting as medical superintendents in 
small cottage hospitals in rural Scotland. 
—Dr. (Petrie: Not all the mental hos- 
pital superintendents are paid-up 
members. 

4817. Chairman: iWihat proportion of 

the 85, roughly, would be in mental hos- 
pitals? Dr. Francis: It would be fair 

to say, Sir, that we have got good repre- 
sentation from the Regional Boards, and 
■the administrative medical superinten- 
dents to a man support us very strongly. 
As we say, not all the physician super- 
intendents of mental hospitals are mem- 
bers ; they have _ their own association 
which was in existence long before we 
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started. The rest are I think general 
practitioners who cannot get away to 
come to our meetings.— Dr. Petrie : 
There are 24 Boards of mental hospitals 
and there are 22 Boards of general hos- 
pitals ; there are several mixed. 

4818. Sir Hugh Watson : We know 
from the papers which you have been 
good enough to give us that there are 
differing views about the way in which 
hospital administration should ibe dealt 
with in England and in Scotland. As 
you appreciate, the Commission are not 
concerned to enquire into the merits of 
these two views ; for this purpose .the 
Commission I think are prepared to 
accept that the one method is adopted 
in Scotland. They would like, to enable 
them to appraise the remuneration appro- 
priate to the people who carry on that 
administration, to find out something 
about exactly what these doctors do and 
how in fact the hospitals are adminis- 
tered. In your paragraph 10 you say: 
“ since a hospital js for the care of 
patients, and since the care of patients 
as a medical responsibility, medically 
trained men are best suited to administer 
the hospitals ; in fact, that Medicine is 
a profession within which Medical 
Administration has a logical and recog- 
nised place”. That is your philosophy 

about this matter is it?- Dr. Francis: 

Yes, Sir. 

4819. Would you like to expand that 
and tell the Commission just why you 
feel that hospitals ought to be adminis- 
tered by doctors rather than by lay 

administrators? -I would like to 

answer this question if I may by asking 
Dr. Beddard, who is an Englishman who 
worked in the National Health Service 
in England and who is now with the 
North Eastern region, to answer that on 
behalf of the Association, as he has 
experience of both methods of adminis- 
tration. 

4820. In that case could I ask Dr. 

Beddard, do your Association agree with 
the summary of the duties of the office 
set out in paragraph 133 of the Hender- 
son report? Dr. Beddard: Yes, we 

do, Sir. 

4821. So we can take it these really are 

the duties of the medical superintendent 
in Scotland? Yes, X would say so. 

4822. What are the relations of the 

medical superintendent to his Board? 

It varies to some extent from Board to 



Board, in my experience, but generally 
speaking in Scotland he is at .the moment 
considered to be the chief executive 
officer, that is to say, he is expected to 
keep .an overall picture of what is going 
on in the hospital and to take decisions 
on his own responsibility on all matters 
affecting the patient, except matters con- 
cerned with .finance. That is perhaps a 
generalisation, as it varies I think from 
Board to Board. 

4823. I do not want to interrupt you, 

but what exactly do you mean by saying 
“all matters in connection with the 
patient ”, because as I understand it the 
medical administrator has no clinical re- 
sponsibility? 1 meant of course all 

matters concerned in the administration 
of the hospital which have a bearing on 
the patient. That would include such 
things as the organisation of out-patient 
departments, records, and catering, which 
one might consider was ia purely lay 
activity. In fact the medical superinten- 
dent is expected to take a considerable 
interest in ,the catering of the hospital, be- 
cause it directly affects .the patient. The 
financial arrangements, the budgeting, do 
not come into his sphere except in so far 
as hospital medical equipment is con- 
cerned. The amount of interest the 
medical superintendent takes in the 
purely domestic affairs of the hos- 
pital, the engineering services, the 
domestic services and so. on, varies 
to some extent and I think many 
of us feel that in some hospitals the medi- 
cal superintendents should be able to off- 
load some of that work on to lay ad- 
ministrators. I think most of them now 
try to do so. I think it would he true 
to say — although this is rather before my 
time— that traditionally the medical 
superintendent was concerned in the past 
much more than he is now even, with 
those sorts of matters. 

4824. You mean he had to give direc- 
tions for the staking of the boiler, and 

that sort of thing? Yes, but that is 

not the position now, and it certainly 
would not be our case that those duties 
should fall to .the medical superintendent. 

4825. Perhaps it would help if for the 
purposes of the record I just quote para- 
graph 33 of the Henderson report very 
shortly. In the view of the Henderson 
Committee the functions of the medical 
superintendent were as follows: (1) 
“ He ought to be in a position to 
advise the Board about the most effective 
use of the hospital resources ...” (2) 
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u 2M1 eral supervision of the junior medi- 
al staff pharmacy, and medical 
auxiliaries'.” (3) “ supervision and organi- 
nation of the out-patient department. (4) 
“Advise on hospital planning, furnishings 
and equipment.” (5) “Liaison with 
administrative officers .of the Regional 
Hospital Board ...” and (6) “ Co-opera- 
tion with the Dean of the Faculty of 
Medicine about the provision of teaching 
facilities ”. These are -the principal func- 
tions. I suppose one of the most important 
of these is the supervision and organisa- 
tion of the out-patient department, at least 

so far as (the patient is concerned? 

Yes, Sir, that is a major operation which 
has ’to be done. If it is once organised 
effectively it requires not a lot of the 
superintendent’s .time to keep the 
machinery in motion, but that is certainly 
a .thing which he has done and does do. 
—Dr. Francis : I wonder, Sir, if I might 
come in at that point? I did ask Dr. 
Beddard to speak to this on our behalf 
because I was under the impression at 
that time that you were discussing the 
differences between Scotland and Eng- 
land, and as he has experience of both 
methods I thought he could bring out 
these points from his experience. If you 
want to know the duties of the medical 
superintendent, as in fact they are carried 
out, I would ask-- — 

4826. I do not think we want to be 

drawn into a controversy as to which is 
the best way of doing the thing. I think 
for the present purpose the Commission is 
prepared to accept that a certain method 
is in fact used in Scotland. What we 
want to find out really is how in fact 
hospital administration in Scotland is car- 
ried but. If we could, in addition to 

the paragraphs you have read out from 
the Henderson report, mention that there 
is also paragraph 7 which is of the 
greatest importance 

4827. Yes, if you please. “ ... he ought 

to he a co-ordinator of all the activities 
in the hospital”? Yes, Sir, we con- 

sider that is fundamental to the good 
running of the hospital. 

4828. Then in the next paragraph “ . . , 

we do not think it desirable that a nedical 
superintendent in carrying out the 
functions listed above should be respon- 
sible for example for gardens, porters, 
maintenance staff or laundry though he 
may foe concerned with 'these services 
from time to time as an aspect of his co- 
ordinating responsibility . . .” Yes, 

Sir. 



4829. What are the relations of the 
medical superintendent with the medical 

staff?- The relations, I think, in my 

experience and the experience of my col- 
leagues, are extremely good. You have 
a two-way function with the staff. First 
of all, they have in Scotland a very well 
^organised system of medical staff com- 
mittees. _ The system varies from hospital 
to hospital depending on its size, but 
fundamentally it is the consultants get- 
ting together and, ambitious for the im- 
provement of the hospital, putting up 
proposals for the improvement of the 
hospital service. These proposals come 
to the Board of Management, and they 
are discussed at that Board of Manage- 
ment. They have direct access to the 
Board, but in actual fact find it very con- 
venient to do it through the Superinten- 
dent ; so that our relations with the staff 
are in the form of information and help 
ooming upwards to the Board, and then 
transmitting the views of .the Board down- 
wards to the staff again. There is a two- 
way traffic in our relations with the staff. 
It is a very wide relationship, because not 
only is there the formal business of the 
Board to discuss with them, but there 
is a great deal of day to day sorting out 
of .problems, medico-legal problems, the 
question of closing wards because of 
infection. Any worries at all which the 
consultant has, he can come and discuss 
with the Medical Superintendent, 
because one of the strongest things about 
our position is that, having no clinical 
responsibilities at all but having had a 
good basic training before we got these 
jobs, we can help enormously in the day 
to day problems which are a little out- 
with their province as doctors entirely in 
charge of the patients. The clinician in 
Scotland has complete professional 
integrity and independence to look after 
his patients ; the Secretary and Treasurer 
has complete professional integrity and 
independence to look after his budgeting, 
his Board minutes, and the general busi- 
ness management of the hospital — all 
these things which are mentioned in the 
Henderson Report: which are not strictly 
speaking the Superintendent’s responsi- 
bility. But the final co-ordination of all 
that on behalf of the patient rests with 
the Superintendent acting for the Board 
of Management. The position is very 
much like a ship which is going out to 
India and back again: when the ship 
is in port at Tilbury it belongs to the 
P. & O. Company, but when it is at sea 
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it is the captain’s responsibility. During 
.the days between the meetings of the 
Board of Management somebody has to 
set the ship’s course on behalf of the 
company, and that is what the Superin- 
tendent does. A lot of day to day 
decisions have to be taken ; you have 
got to be right on your toes ; you have 
got to know where you are going ; some- 
body has to carry the can. 



4830. Then in practice how is the day 
to day management of the hospital 
divided between the Medical Superin- 
tendent and the Secretary? The Secre- 

tary is responsible for the minutes of 
the Board of Management, letters from 
the Board on their behalf to other out- 
side bodies, except where they are purely 
medical letters. He is custodian of the 
funds, secretary and treasurer. In 
addition to that he is what we loosely 
describe as the business manager of the 
hospital ; he looks after the question 
of contracts for provisions, and so on, 
and, for example, he would be respon- 
sible for the house steward’s department 
and the works department, and every- 
thing that does not fit into the Medical 
Superintendent’s duties. For instance, if 
you were ordering new sterilisers we 
would be involved in choosing the type 
of steriliser in association with the 
clinicians who were interested in a par- 
ticular pattern; and when the final 
pattern had been chosen and approved 
by the Board the Secretary would place 
the contract for its provision. 



4831. Dr. Francis, in sub-paragraph 
xvii on page 1040 of your memorandum 
you say: “The Medical superintendent 
is a specialist requiring sound clinical 
knowledge ... the medical superin- 
tendent is the person in hospital who 
carries ultimate responsibility”. What 
exactly have you in mind by that expres- 
sion? The analogy with the captain 

of the ship is really what I have in mind, 
that is exactly what the position is. The 
Clinician has responsibility for the actual 
treatment of his patient, complete 
independence to carry it out in any way 
he thinks best ; the Secretary and 
Treasurer has his responsibilities with 
finance, secretarial work for the Board ; 
but the final responsibility for things 
going wrong comes back to the Superin- 
tendent. We deal with all complaints, 
we have to rise to the occasion and cope 
with all emergencies. I can give you 
two examples of the sort of thing I 



■mean— it might help the Commission 
to appreciate the position because I do 
not want to talk of generalities; they 
mean nothing to people who do not 
know the form in hospitals at all, But 
I would like, if I may, to give you say 
two examples which have happened to 
me, which are completely apposite 1 
think. One was on a particular Satur- 
day in Edinburgh when we were under 
extremely heavy pressure on the medical 
side. It was in the early part of the 
winter and the medical beds were very 
overloaded with patients ; we had extra 
beds up in every single ward. We were 
very heavily stretched, and particularly 
short of beds for male medical cases 
That day I rang up the Bed Bureau in 
Edinburgh and explained our difficulty; 
they agreed to send all medical emer- 
gencies, the males, to a hospital in West 
Lothian and give us a chance to recover 
from the lange number of patients we 
had. That worked very well ; I was quite 
happy about it. But unfortunately that 
afternoon Hearts were playing Rangers, 
there were two quick goals in three 
minutes, and we had five coronaries— 
■three of them were in the crowd, one man 
wlas going through the turnstiles and the 
other was just walking about. These 
people ware brought straight out by the 
police to the Edinburgh Royal Infirmary. 
There literally were no medical beds for 
them at all ; extra beds, were put up in 
■the middle of all the wards. I was told 
about this, and I went straight over and 
saw them, though I had no clinical re- 
sponsibilities. The doctor doing the ad- 
missions was desperate, and told me so. 
1 then said : “ Can I see the surgical bed 
state? ” I checked the surgical ward, 
which had some empty beds, because it 
was getting ready for its take-in day on 
Monday, and I admitted these cases to 
the surgical side at Edinburgh Royal, I 
realised it was necessary and arranged for 
■extra- staff to be seconded to look after 
them, and then as we got vacancies in 
the medical side due to deaths over the 
week end, they would be transferred. 
Having done that I then rang up the 
surgeon whose beds- they were and said 
I was very sorry about this but we had 
to do it, and I hoped the beds would be 
cleared by the Monday when his cases 
were coming in for operation on Tuesday. 
The first case died 40 minutes later ; the 
second one died that night, the third one 
on Sunday, and the other two were trans- 
ferred. If we had sent these cases on- to 
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another hospital these three would cer- 
tainly have died in the ambulance, and 
we might have lost the lot. The two 
points about that were that a decision 
was taken by the senior administrative 
officer of the hospital which definitely 
saved lives, and secondly that the senior 
clinical staff accepted that position ; they 
would have thought me a very had Super- 
intendent if I had not done it. That is 
a very good state of affairs, that a surgeon 
will agree to such a procedure. 

That is one example. Another example 
was in the middle of the night, about 
1 30 an. We had a failure in the heat- 
ing services, and we got a great deal of 
hot Water and steam bain® pushed 
through .the cold water services. There 
was a flood, and of course it happened in 
one of the surgical wards.. There was a 
tremendous flood with steam and hot 
water pouring all over the place, and the 
ceiling came down.. I came straight across 
got hold of (the duty room and found out 
which surgical ward was getting empty 
for its next day’s admissions, rang up 
that surgeon, said we would have to bring 
ham into commission straight away, and 
use his beds for the admissions that were 
really due for another ward. We actu- 
ally coped with this, where a ward was 
completely flooded out, without even 
stopping the admission of surgical emer- 
gencies — and when I say that, the surgical 
emergencies in any one night in Edin- 
burgh Royal amount to about 16 to 20, 
and it meant we really had to get moving. 
These are two examples of where, quite 
fortuitously, immediate decisions had to 
be taken ; and they had got to be taken 
by somebody. 

4832. Chairman : What I am not quite 
clear about is whether those decisions 
would 'have been taken' in exactly the 
same way, just as quickly, just as 
efficiently and just as much accepted by 
the surgeons in charge of the surgical 
wards, if for instance, it had not been a 

clinically qualified man who- did it? 

Dr. Petrie: I think the examples Dr. 
Francis has chosen are very good ones, 
and I do not think the medical staff 
would accept these decisions so well if it 

; bad not been a. clinically qualified man. 

, But there are other cases where it is a 

matter of judgment requiring knowledge 

j of infectious disease, where a case of 
dysentery occurs in a ward and one has to 
take a decision as to whether this is 

I something which has come in and has not 

I 

I 



infected the rest of the ward, or whether 
one must close the ward. That decision 
too m-ust be taken quickly, and I am 
quite sure that it is better taken by a 
medical man. 

4833. Sir Hugh Watson: You men- 
tioned these two appropriate instances, 
Dr. Francis, as .typical of what you re- 
gard as the ultimate responsibility of tfle 
hospital administrator. It is in that 
sense, in the sense of being- responsible 
for making emergency arrangements and 
that sort of thing, that you regard you 
and your colleagues as having the ulti- 
mate responsibility? — Dr. Francis: Yes. 

4834. We have heard a great deal from 

-other branches of y-our profession about 
the training and, as it is put in the higher 
spheres, the very severe discipline which 
they have to undergo to qualify for their 
particular branches of your profession. 
As I understand it from your paragraph 
18 (iv), to commence a career as a hos- 
pital administrator, according to the 
Scottish practice all that one requires — 
and I am not in any way belittling the 
qualification — as a degree as Bachelor 
of Medicine and Bachelor of Surgery 
with possibly a D.P.H. qualification to 
follow, ds -that right? Yes, Sir. 

4835. In your paragraph xvii which I 
have read already, you describe the 
medical superintendent as a specialist ; 
are you describing him as a specialist in 
the sense that a consultant is a specialist, 

for instance?: A consultant, Sir, has 

naturally to have his Fellowship or his 
Membership, and he has a higher quali- 
fication in either medicine or surgery, or 
whatever his particular branch of medi- 
cine is, and I agree that on that basis 
we would not be in the same category, 
from the point of view of having passed 
examinations, as a surgeon or a 
physician. But I think that the train- 
ing for Medical Superintendent, if he is 
going to be any good at all, is just as 
long and just as difficult to accomplish, 
and needs certain qualities which I think 
are worth appreciating. I think you do 
not want men to go in for medical 
administration when they are too young, 
I think they must have had a very good 
clinical training indeed so that they are 
able to understand the problems of a 
hospital. We do not want boys of 25 
going in for this sort of thing, and we 
do not want meii who have not got a 
natural aptitude for it, because it is a 
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very difficult thing to do. It needs an 
awful lot of tact, it needs an awful lot 
of understanding and infinite patience, 
and a very flexible sort of mind in deal- 
ing with things which crop up. But a 
man who has had a good clinical train- 
ing, who has been, say, registrar or 
senior registrar and who in his early 
thirties finds he has an aptitude tor 
medical administration, I think he 
should then be seconded. There are all 
sorts of proposals in the Henderson 
Report for the training of Medical 
Superintendents, and in fact I actually 
take part in this training and Dr. Petrie 
and Dr. Mackie take part as well; St. 
Andrews University in Edinburgh give 
lectures on the subject. But I think a 
man should embark on a provisional 
training as potential Superintendent or 
Administrator in a Regional Board, and 
then if he shows an aptitude for it and 
is any good at all he can move on. But 
the fact that we do not actually take 
our (Fellowships or our Memberships, 
though many of them have them now, 

I do not think is a bar to considering 
this as a specialist profession. It really 
is a most difficult thing to achieve.— Dr. 
Bainbridge : I think, Sir, the problem is 
that there is no examination, no qualifi- 
cation or degree which is really applic- 
able to medical administration. I think 
we have really got to try and compen- 
sate for that lack of a specific qualifica- 
tion by the length and breadth of the 
experience which a Medical Administra- 
tor has before he takes his Superin- 
tendentship or a post in a Regional Board. 
Apart from hospital work, a person who 
is undertaking medical administration 
should have some experience and know- 
ledge of conditions outside the hospital. 
Really if possible a spell in general 
practice is often of considerable advan- 
tage to a person dealing with medical 
administration, because then he knows 
what are the home circumstances and 
conditions from which patients come 
and may be returned to. I think the 
nearest qualification we have is the 
D.P.H., which admittedly on calibre 
does not compare with the Fellowship 
or Membership of the Royal College of 
Physicians or Surgeons, but it really is 
the only degree which does embrace an 
element of administration.— Dr. Francis : 
In the United States and Canada of 
course there are training courses for 
medical administration. 



4836. In Canada are hospitals largely 

.administered by medical men? Yes, ! 

Sir. I think the position here is that 
there is a curious historical and 
geographical distribution about medical 
administration. I think the best way of 
looking at it is that hospitals which were 
founded by the Church tend to have lay 
administration, because it may be that 
the lay secretary is the lineal descendant 
of the abbot, but in those countries 
where hospitals were founded by the 
profession they tend to have medical 
administrators. Hospitals in Scotland, 
for example, were founded after the 
Reformation, because at the time of the ' 
Reformation what hospitals there were 
just disappeared ; but the hospitals in 
Scotland were founded after the 
Reformation and they have medical 
superintendents. And you find for instance 
that in Belgium and France and further 
south there tends to be lay administra- 
tion, but in Holland there is medical 
administration. I do not know if it is 
an advantage to us that Russia has medi- 
cal superintendents, but they do. The 
British Dominions do, and so does the 
United States. In .the United States it 
is not a hundred per cent., nor is it in 
Canada, because they have difficulty in 
getting men of the required calibre, but 
the position is that where they can get 
medical men .they like to have them, and 
in fact they have training courses in New 
York and in Toronto specifically for 
training medical administrators for these 
posts. An instance of where they have 
changed their minds is Chile ; there the 
Church did found the hospitals but they 
have changed to medical administration 
because they found it more efficient. The 
position is that in the civilised world far 
more countries have medical superin- 
tendents than do not. 

4837. Chairman : But most of them 
do not have them universally?— 
Holland has them universally and they 
are employed in the major teaching 
hospitals in Canada.— Dr. Petrie: I. tank 
Portugal has them universally, too, air. 

4838. And usually if you are once a 
Medical Superintendent do you remain 
as such, or do you come back to having 
a different kind of job, a consultant fo 
example, with clinical response 

Dr. Francis: No, Sir, I look P® 

being Medical Superintendent o 
Edinburgh Royal as top of the tree, 
is a wonderful job. 
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4839. Yes, but in general terms do 
Medical Administrators come to the top 
of their particular tree and then transfer, 
or not— not necessarily going up but 

transferring to another tree? Unless 

that tree was also in administration, they 
would not, Sir. Obviously if they had 
been administering a hospital for ten 
years they could not go back to 
gynaecology or anything like that. I 

think if they are any good, once they 
are in it they stay in it. — Dr. Petrie: 
They could go on to other administrative 
departments. 

4840. But once they have lost the 
power to make use of their clinical train- 
ing, they never get it back, is that right? 
_1_ Dr . Francis: That is a curious ques- 
tion, Sir, if I may say so. They have 
not really lost it. They cannot be a good 
Superintendent of a hospital unless they 
are doctors, I am quite certain of that. 
—Dr. Petrie: I think the point is that 
they have widened their field, and 
because they have not narrowed it they 
are not therefore likely to go back again 
to consultant practice. It is the width 
of knowledge that is required in medical 
administration rather than the narrow- 
ness required in specialisation. — Dr. 
Francis: I think the only reason they 
have changed from being medical 
superintendent is because of the force 
of the financial stringency. 

4841. Sir Hugh Watson: That leads 
on to the next question. In sub- 
paragraph xvii, which we have looked 
at already, you say: “There is con- 
siderable anxiety about the future 
recruitment of the right kind of doctors 
for medical administration ”. Can you 
tell us a little about that? You have 
told us that your desideratum is that 
you should have recruited into your ser- 
vice a doctor preferably with a D.P.H. 
qualification who has had something like 
ten years of experience either in hospitals 
or in general practice. Can you tell us 

about your recruitment? 1 .think that 

the men are there, there are men of first- 
rate quality who are prepared to come 
forward, but the opportunities financially 
are so bad just now that they are hanging 
back. We have had many enquiries 
from men who would like to take up 
medical administration but we feel that 
the present prospects are so poor that 
they simply cannot consider it. I think, 

, Dr. Mackie, you have a little experience 
in recruiting deputy Superintendents? 

■ — Dr. Mackie : No, it is a question really 



of not filling the deputy’s post until we 
know what is going to happen in the 
future to Medical Superintendents. I 
deal with a group of hospitals, Sir, rather 
■than one individual hospital. 

4842. Mr. Gunlake: You mentioned 
just now, Dr. Francis, formal educational 
courses in medical administration ; can 
you say to what extent they are the rule 
or the exception in the civilised world? 

Dr. Francis: I only really know 

about Canada and the United States. We 
have started doing it in Scotland, but it 
is really only beginning. 

4843. That is what I was going to 
lead up to — whether it was being con- 
sidered in this country, and whether it 
might not ease the recruitment problem 

if such courses did in fact exist? 1 

think it would ease the recruitment 
problem up to a point. Sir, but there 
are two things about this: first of all, 

I still think that even though you have 
a good training period .the man will still 
learn best as an apprentice. I do not 
think you can learn from the book, and 
I think it would be a great pity if a 
degree or fellowship were given in 
medical administration and the man then 
became a Medical Administrator _ just 
because he got through his examinations. 

It is a little wider than that. The second 
part of the problem is that I think you 
will not get good men to come forward 
unless they are going to get a reasonable 
chance of supporting a proper standard 
of living and competing with their other 
professional friends. 

4844. Sir David Hughes Parry : I take 

it that only those who are medically 
qualified are allowed to join the courses 
which you mention? Yes, Sir. 

4845. Sir Hugh Watson : You feel that 

at the moment the remuneration that 
is open in this particular service is a 
definite deterrent? Yes. The posi- 

tion, Sir, was that when we .put in our 
memorandum, I and the .Medical Super- 
intendents of Glasgow Royal and Glas- 
gow West, who look after the three top 
jobs in Scotland, with the biggest respon- 
sibility and naturally the biggest salaries, 
at that time were paid £1,000 a year less 
than an ordinary consultant of whom I 
was administratively in charge. The dis- 
parity is a little less now because we had 
an increase of about 5 per cent. But 
there is no inducement at all to take -on 
the very wide and worrying work which 
being Superintendent of a big hospital 
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entails, when in fact all your colleagues 
are getting £1,000 a year more than you 
are— and that is a straightforward con- 
sultant’s job without merit award. It is 
pretty disheartening. 

4846. Let us examine this question of 

remuneration, then, Dr. Francis. The 
remuneration of your particular branch 
up till now is regulated by Whitley B, 
is that right? Yes. 

4847. And the scale of remuneration 
for Medical Superintendents in Scotland 
is set out in Appendix B of the 

Henderson report on page 24? Yes, 

Sir. 

4848. That table discloses that the 
Medical Superintendents are divided into 

six grades, I think that is right? Yes, 

Sir. 

4849. And as you rightly say, Glasgow 

Royal, Glasgow West and Edinburgh 
Royal are in the top grade. Yes. 

4850. The top salary which can be 

achieved by the Superintendent of any of 
these hospitals is £2,250? Yes, Sir. 

4851. Whereas the salary of a con- 
sultant without merit award at that time 

was £3,100? Actually, Sir, if I could 

just interpolate there, just so that we are 
honest about it, at the time we put in 
our memorandum the consultants had 
had their 5 per cent, increase to £3,250 — 
you could check the dates to see if I 
am right, but I am certain I am — and 
we were actually £1,000 a year behind 
them at that time. But it is a small point 
when you are talking of £850 or £1,000. 

4852. These scales of course were the 

result of negotiations in Whitley B and 
no doubt those representing you pressed 
from the Staff side the arguments as far 
as they could for increased remunera- 
tion? Yes, Sir. 

4853. And this was the most that you 

could get? The Henderson report in 
its recommendation 6 recommended that 
the salaries of Medical Superintendents 
of hospitals should be increased so that 
the amounts paid to the posts of greatest 
responsibility compare .broadly with the 
salaries paid to consultants? Y es, Sir. 

4854. The amounts paid to the post of 
greatest responsibility — I suppose these 

are the three to which you refer? 

Yes, Sir. 

4855. I do not know what “compare 

broadly with the salaries paid to con- 
sultants ” means. 1 wonder, Sir, if 



1 could put this into perspective a little? 

You mentioned Whitley. The position 
about Medical Superintendents is that in j 
Scotland — and I am only talking about 
Scotland, because that is all I know ‘ 
about in this particular connection— the ! 
British Medical Association and the con- I 
sultants and specialists and the profession 1 
generally have always supported us very i 
strongly, and have always supported the ] 
idea that we should get paid a reasonable ‘ 
salary in comparison with our profes- I 
sional friends. About eight years ago— j 
it .might be seven, I am not just certain, ‘ 
but I think it was eight years ago— this : 

.was discussed with the .Department of ! 
Health, and the recommendations of the 
B.M.A. and everybody else associated 
with the staff side were that we should be 
paid roughly the same as the consultants 
were .getting at that time. The consultants 
at that time, speaking from memory, 
iwere .getting £2,750, and the B.M.A. on 
our behalf asked for £2,800, to -give them 
room for manoeuvre iwith a view to 
coming down to about roughly the same 
figure. 

4856. Chairman : This was before the 

1954 settlement?. 'Yes, Sir. The posi- | 

tion has not altered at all in Scotland, j 
This claim was not recognised, we just 
did noj. get it. Then there was the j 
Guillebaud report — .there was first of all 
a report of March 1951, which the Secre- 
tary of State decided on advice not to 
publish. Then Guillebaud made his 
report and he said he thought there was 
■a case for .the .Superintendents in Scot- 
land being .paid better salaries than they 
were getting. Nothing happened about 
that, and finally the Henderson report 
was published, and you have seeu the 
recommendations. Fundamentally the 
position is that the recommendation 
as regards salaries, in the Henderson 
report simply confirms what the B.M.A., 
the consultants and ourselves have always 
said in Scotland right from the beginning. 

4857. Sir Hugh Watson : Can you give 
me the Guillebaud reference, Dr. 

Francis? No, Sir, not offhand. _ I am 

talking from memory, but I think he 
makes a reference to recruitment. 

4858. At all events, so far as the 
question of remuneration is concerned 
your point is that there have been these 
various recommendations, and argu- 
ments have been put forward in Whit- 
ley iB, but this, is the highest that your 
branch of .the profession have so far 
been able to achieve?— — Yes, Sir. 
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4859 I have just been given the refer- 
ence to the passage in Guillebaud; it is 
paragraph 414: “We have had a con- 
siderable amount of evidence . .. . from 
Scottish witnesses • • • indicating that 

i s becoming increasingly difficult to 
recruit men of the right calibre ... and 
if it is found that the salaries of medical 
superintendents are inadequate to -main- 
tain proper recruitment they should be 
revised”. Guillebaud of course was 
enquiring into the cost of the National 
Health Service as he found it, so -this 
observation by Guillebaud is what my 
learned friend Sir David Hughes Parry 
would call obiter. But Guillebaud made 

the point. Yes, he did, and our point 

is that the position is just the same as 
it was eight years ago. 

4860. Chairman : And is it affecting 

recruitment? Yes, I think so. 

4861. Are you actually short of 
possible candidates to follow any of 
you?- — 'Yes. 

4862. Sir Hugh Watson : When the 
Commission is considering this question 
of recruitment, they want to consider 
it from two aspects : first, the question 
of quantity, and secondly the question 
of quality. How do you find the posi- 
tion in regard to both these aspects of 
the matter, both quantity and quality? 
— You mean as regards recruits? 

4863. Yes, as regards recruits. Sup- 

posing you have -a vacancy — I suppose 
you would start in your service by being 
a deputy Superintendent? Yes, Sir. 

4864. Supposing you want a deputy 
Superintendent for the Royal Infirmary 

—you advertise, do you? Perhaps Dr. 

Bainbridge should answer this. — Dr. 
Bainbridge : In the Eastern region in 
Scotland we have had a series of adver- 
tisements for deputy Medical Superin- 
tendents. In Dundee in the General 
Hospital we have a Group Medical 
Superintendent who is responsible for 
the two teaching hospitals and certain 
ancillary hospitals, and he is supported 
by a deputy Group Superintendent. When 
I went there -about three years ago, we 
lost the deputy Medical Superintendent, 
who went to one of the English Regional 
Hospital Boards. We advertised after 
that and we got one good person, a man 
who had a higher qualification in surgery. 
He was doing casualty surgery work in 
Newcastle region, he was interested in 
administration and he came to us. He 
was with us for only a year when he 



went to the Northern Ireland Regional 
Hospital Board as an assistant medical 
officer. Within a year of being there 
he was appointed as a deputy with one 
of the Metropolitan Boards. Subse- 
quently, as a result of two advertisements, 
we appointed a further person who had 
been a junior clinician in one of the 
Glasgow hospitals ; he had been acting 
as deputy Superintendent under the good 
auspices of. the Medical Superintendent 
in that particular hospital, and he is with 
us at the moment. It is quite apparent 
that there are people who are interested 
in administration, but there are very few 
coming forward. But there are some of 
very good calibre. I would quote cer- 
tainly this person who moved from us to 
Northern Ireland and then to the 
Metropolitan Board. He is a person 
with an F.R.C.S., and with war experi- 
ence, a man of probably about 40 years 
of age — -I forget his age at the moment 
—and. certainly of good calibre. But I 
think it should be realised that the only 
promotion prospects for Medical 
Superintendents are within the Regional 
Hospital Boards, and of course these are 
limited. There are only 20 such senior posts 
throughout the whole of Great Britain, 
so there are very few for them to go to. 
Certainly in Scotland it does appear to 
me that if we appoint a person as a 
deputy Superintendent we probably lose 
him to south of the Border or to 
Northern Ireland. 

4865. That leads me on to another 
point. The Henderson Committee made 
certain recommendations with a view to 
broadening the case of your service and 
making it what they called a career grade. 
You of course have seen the Department 
of Health memorandum No. 58/45. I 
do not propose to go into it in detail, 
but that does put forward a scheme for 
an alteration and a broadening of the 
service. That would give you a wider 

field, would it not? Yes, I think this 

wlill help. This of course has just 
recently been published ; it has not been 
in front of our Association yet and we 
have not really had a chance to discuss 
this in detail, but I think this closer 
integration will prove beneficial. 

4866. The thing is only dated 3rd June, 
so it is very recent. — Dr. Francis : We 
have not had the opportunity of discuss- 
ing it with our Association, Sir, so any- 
thing we say on it would be entirely our 
personal view rather than that of our 
friends. 
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4867. I do not think the Commission 
really are concerned to go into whether 
it is a good thing or a bad thing, but it 
does open up a possibility of a wider 
field for persons with medical qualifica- 
tions who are interested in hospital 

management? There is one point I 

would like to make qn this, Sir, if I 
might, and that is that it would appear 
that their idea is that having been Super- 
intendent of a hospital you then sgek 
your promotion up through the Regional 
Board. In Scotland there are only five 
Regional Boards, there are 14 in 
England, and there are a large number 
of Superintendents. Our feeling is that 
being a Superintendent of a general hos- 
pital, a big teaching hospital, is a worth- 
while business in itself, not a means of 
promotion to somewhere else, that it is 
in fact the top of the tree. While this 
co-ordination of both Superintendents 
and Regional Boards into one service 
is a good thing in general, I do not think 
it is going to help the Superintendents 
very much if they have simply got to get 
jobs away from their own hospitals, 
which they have learnt to administer very 
well. There is a different type of mind 
needed to do the day to day administra- 
tion, to take the quick and difficult deci- 
sions in a hospital, compared with work 
in a Regional Board. — Dr. Bainbridge : 
Perhaps I misled you slightly in my pre- 
vious answer, and if I may clarify it, 
I was not implying that the Medical 
Superintendent should automatically seek 
promotion in a Regional Board appoint- 
ment. When I said there were only 20 
senior posts higher up for which they 
could apply, I really meant that the 
financial structure was such that an en- 
trant, looking at the financial prospects 
of such an appointment, would see this 
and realise that that in all probability 
would be as high as he could go. There 
are so very few posts ahead, and the 
present salary structure really is a deter- 
rent to a young person entering medical 
administration. 

4868. I do not want to pursue this 
matter very much further, but what this 
memorandum says as its concluding point 
on the principles of reorganisation is: 
“The requisite status and influence of 
these medical posts will demand ability 
and personality in the holders : the 

calibre of the officers obtained will, in 
turn, depend upon the scope which the 
posts offer for exercising these qualities ”. 



What you are saying just now is that j 
when you become a Superintendent you j 
have got as high as you can, you are 
really fulfilling your function and you 

feel you are doing a worthwhile job? 

Dr. Francis: Yes, indeed, it is a very 
fine job. 

4869. But the point about what is in 

this memorandum is that it is going to 
create the opportunity for people who 
are minded to go in for hospital adminis- 
tration, and have the ability and person- 
ality, to enter the service by means of I 
a variety of routes. Thus you might get 
people coming in in the lower grades who 
would not be induced to come in at 
the moment? Yes, Sir. 

4870. Dr. Francis, let us go back to 
the Henderson Report. His report was 
that the amounts paid to the posts oi 
greatest responsibility in medical adminis- 
tration should compare broadly with the 
salaries of consultants. What do you 
understand that phrase to mean— 

“ should compare broadly ”? Dr. 

Francis : That is page 1040 of our memor- 
andum to you, Sir, where entirely in 
the spirit of the Henderson Report we 
drew up what we thought fair proposals. 

4871. I would like to know very much 
what you understand by the expression 
“ compare broadly We have been 
faced in another connection with the 
famous document you have no doubt 
read. In all his reports Spens enjoined 
those who came after him to have direct 
regard to the cost of living and the 
remuneration in other professions. What 
is the difference between having direct 

regard and comparing broadly? Dr. 

Beddard : The answer of course is that 
Dr. Francis did not write the words. 

4872. 1 know who wrote the words. 
But I think the interpretation, cer- 
tainly that I put on it when I read it, 
was that the salary should, as it were, 
bring the holder into the same sort of 
income bracket as the consultant. I 
think that at the moment all of us in 
medical administration both at Regional 
Boards and as Medical Superintendents 
of hospitals, feel we are one of the 
specialist staff. This point has already 
been made. Our speciality is administra- 
tion. It means we have got to know the 
Acts and the Regulations to put it at 
its widest ; we have to know how to 
present things to our Boards, we have to j 
have all sorts of background knowledge, , 
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the same way as the specialist has to have 
his background knowledge. We feel we 
are meeting on equal terms the specialists 
in different fields of medicine ; we meet 
them and work with them, and this 
applies to the Regional Board medical 
staff as well as the Superintendents. We 
are in a rather lower income bracket 
and we felt the Henderson Report 
recognised the fact that the senior 
medical administrators in the Service 
were on comparable terms and status — 
and in this world of today that means 
salary — with the specialists in the hos- 
pitals. 

4873. Do you consider whether the 

sort of people that the memorandum 
58/45 contemplates will be properly re- 
munerated under the scale — “ Head- 
quarters Medical Staff of Regional 
Hospital Boards ” which was set out 
as Appendix P to the factual memoran- 
dum prepared by the Ministry? Do 
you have this document? No, Sir. 

4874. Chairman : You have seen it? 
-It is the Ministry’s factual memor- 
andum put out last June, and is chock 
full of unchallenged facts .about the 
whole problem of medical remuneration. 
—Dr. Francis: I do not know if that 
has been circulated in Scotland, Sir. I 
have not seen it. 

4875. Sir Hugh Watson: I do not 
want to appear to press you on this. Like 
you, I have not had the chance to discuss 
the Department of Health’s memoran- 
dum with my colleagues and I find it 
very difficult to swallow, tO' put it 
crudely, the conception that even with 
his experience and his knowledge of Acts 
of Parliament, as Dr. Beddard put it, a 
Medical Superintendent can be compared 
with a consultant from the point of 
view of his attainments and his ability 
and the discipline through which he has 
gone. I cannot help feeling that that is 
why Whitley B has not been able to 
award any higher remuneration than they 
have done up to date ; and I think it 
would help the Commission very much, 
Doctor, if you could tell us some 
reasons why it should be different. I do 
not know what Henderson meant when 
he said “ compare broadly with the 

salaries paid to consultants”. If I 

could answer that in two parts, on the 
question of the differences in the 
training, there : s no way of learning to 
be a Medical Superintendent at the 
present time apart from learning it as 



an apprentice, and it would be a little 
hard to penalise us just because there 
is not a qualification we could take. The 
spirit is willing but there just is not the 
opportunity. I am quite convinced that 
the type of training and personality and 
the sort of work a Superintendent has 
to do is comparable without any doubt 
with the sort of work a consultant does, 
as regards the wellbeing of the com- 
munity. It is an exacting job with a 
great deal of hard work and certain 
qualities. 

I think when the Henderson Report 
said “posts of greatest responsibility 
among the Superintendents should be 
broadly comparable” we took that as 
being comparable to the basic consul- 
tant scale, rising to £3,250. We scaled 
things down from that so that the three 
top jobs in medical administration went 
up to just the present consultant’s salary 
and the rest tapered down. We were 
not unrealistic enough to think the 
Superintendent of a small hospital should 
get the same as a consultant, but we 
thought the three top jobs should get 
a little less and the others scaled down 
as on page 1040 ot our memorandum. It 
was a genuine attempt to interpret this 
in the spirit of the Henderson Report, 
which I would like to emphasise is 
exactly what has been said all along in 
Scotland, right from the start. It is a 
unanimous feeling of our own profes- 
sional colleagues, both consultants and 
general practitioners, and of the B.M.A., 
that our top jobs ought to be paid at a 
rate roughly comparable to the consul- 
tant. 

4876. Dr. Francis, you are aware that 
the proposals set out on page 1040 
represent an increase of about 38 per 
cent, for the four highest groups and 
33 per cent, for the two lowest groups? 
Yes, Sir. 

4877. Whereas what the B.M.A. are 

asking for is 29 per cent, on the re- 
muneration existing before the 5 per 
cent, interim award was. put into 
operation. The position is very dif- 

ferent from our point of view. It is not 
a cost of living increase based on the 
drop in value of the pound in the last 
so many years ; it is to try to put right 
something we feel should have been put 
right eight years ago. 

4878. Please do not imagine the Com- 
mission are prepared to agree to a re- 
quest based purely on the cost of living. 
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on my salary to give the sort of hos- 
pitality that I have received at other 
hospitals. At a place like Edinburgh 
Royal you have scores of people drop- 
ping in and entertainment costs can be 
very heavy indeed. — Dr. Beddard: This 
also applies of course at Regional Boards 
where one has a lot of visitors and one 
wants to entertain ; I take quite a lot 
home. But I do not think any of us 
would make a tremendous point about it. 
At the same time we get invited out 
to lunch when there is a Board meeting, 
and special visits, and we put one against 
the other. But it does occur and my 
wife makes certain references to the 
house-keeping budget and so on. But I 
would not like you to think that we take 
it at all seriously. — Dr. Francis : We 

would not make a serious issue of it if 
we were reasonably paid, but we are not. 

4898. Mr. Gunlake: What would you 

say this expense amounts to?- 1 have 

cut it down. One year we had thirteen 
sets of people come to stay. 

4899. Let me put it another way. In 

your sub-paragraph xxi you say the 
Medical Superintendent should have an 
entertainment allowance. It would help 
if you could suggest what kind of allow- 
ance you had in mind. In . the old 

davs of course they did get this in teach- 
ing hospitals. Sometimes there was an 
actual allowance and sometimes they 
simply said — send the bill to us. 

4900. Chairman : It varies from place 

to place?; Yes, a place like the Royal 

does attract people in particularly large 
numbers. I would not like to mislead 
you on this. I should think it should be 
something between £25 and £50 a year. 
If one were reasonably paid one would 
not raise the point at all but would be 
prepared to take it in one’s stride. 

4901. Mr. Gunlake: In sub-paragraph 
xx you say, Dr. Francis, that the Associa- 



tion should be included in the machinery 1 
for discussions and negotiations. % I 
briefly talked of Whitley B. Does that 
mean .. the Association has made an 
attempt to be involved in this machinery 
and has failed and, if so, can you tell ns 

why it failed? When it all started 

way back we had not a Medical Super- 
intendents Society and then we formed 
ourselves into an Association. iWe hope 
that in the future we will be recognised 
as a negotiating 'body. 

4902. Have you made any attempt to 
get recognition?— — Yes, Sir. 

4903. And so far it has not necessarily 

been refused?' No, Sir. 

4904. Chairman: You said you were 

formerly the Scottish Branch of the 
United 'Kingdom Association. .What are 
your relations with the rest of the United 
Kingdom now? You are not affiliated 
in any way? No, we simply com- 

mitted hari kari and formed an entirely 
new Association with a much bigger and 
more active membership. It is really 
alive now. Our relationship with our 
colleagues in England is one of friendly 
alliance and association, but nothing 
more formal. Their Chairman and Secre- 
tary usually attend our annual general 
meetings and we attend theirs but we 
are not linked up in any way. 

4905. Mr. Gunlake: To quote the 
famous words, your relations with 
foreign powers continue to be friendly? 
Very friendly, yes. 

4906. Chairman : We have covered all 

the points you wish to refer to, Dr. 
Francis? Yes, Sir. 

4907. Chairman: I think we have 

understood your views. Thank you very 

Thank you very much indeed, 



much. 

Sir. 



(The witnesses withdrew ) 
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EVIDENCE SUBMITTED BY THE MEDICAL SUPERINTENDENTS’ SOCIETY 

TO THE ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ 

REMUNERATION 

General 

1 The Medical Superintendents’ Society represents the interests of medical superin- 
tendents of hospitals, and their deputies, in England and Wales. All mental 
hospitals, and mental deficiency hospitals, have as their chief officer, medical superin- 
tendents who have statutory powers. The mental and mental deficiency hospitals 
account for approximately 45 per cent, of the hospital beds cf the country. Many 
of the former municipal hospitals, both general and special, still have medical 
superintendents, so that there are over 50 per cent, of the hospital beds of the 
country for which medical superintendents are responsible. Yet the very existence 
of the medical superintendent or physician superintendent has been tacitly ignored 
by the Ministry of Health. 

2. Most medical superintendents are consultants in their various specialties and 
remunerated as such. They are given a variety of titles of which the most common 
are physician superintendent, surgeon superintendent or medical director. Some 
have been graded as senior hospital medical officers. The Society knows of only 
two medical superintendents in England and Wales whose work is wholly adminis- 
trative; all others combine clinical and administrative duties. The position in 
Scotland is somewhat different in as much as the chief officer in all types of hospital 
in Scotland is a medical superintendent who, however, does not usually have 
clinical duties, but the Scottish Association of Medical Administrators will be 
dealing with their own problems. 

3. The duties and responsibilities of the medical superintendents have been set 
out in considerable detail in the Report of the Committee on the Internal Adminis- 
tration of Hospitals (Bradbeer Committee, 1954) and we would like to draw the 
attention of the Royal Commission to Paragraph 61 et seq. and Appendix B, 
subsection ii and iii of that report. 

History of the Society 

4. The Society was founded in 1886. Its members were the medical superintendents 
of the Metropolitan Poor Law Infirmaries. All the minutes of its meetings since 
its foundation have been preserved. Its interests were chiefly clinical in those 
days, but as the various administrative problems of large hospitals increased so 
they’ assumed greater importance in the Society’s proceedings. Subsequently, 
medical superintendents of provincial poor law infirmaries were admitted to member- 
ship, and still later medical superintendents of mental hospitals and other special 
hospitals. In 1935, deputy medical superintendents were admitted for the first 
time. There are 250 ordinary and 97 honorary members in the Society. The 
Society is divided into Branches arranged on a geographical basis, so that members 
may more easily meet to discuss mutual interests and problems. In 1954 the 
Scottish Branch separated from the parent body and formed the basis of the recently 
formed Scottish Association of Medical Administrators. The Society has at different 
times in its history made representations to governmental bodies on various topics, 
including the Royal Commission on the Poor Laws and Relief of Distress in 1906. 
It has given evidence to the Bradbeer and other committees since 1948. 

5. The Society submits with this document copies of its Constitution and List of 
Members for 1956-57. We would call attention to its Objects in Paragraph 3, 
particularly 3 (a) which states ; “ For mutual help in administrative problems, and 
in the promotion and maintenance of the highest possible efficiency of Hospitals.” 
We are the only body specifically concerned with the interests of medical superin- 
tendents and their deputies. 

Comments on various points raised by the Royal Commission in its circulated 
Memorandum. 

6. Question (ii). 

The quality of British qualified doctors is quite satisfactory. We are unable 
to comment upon the quantity in general, but have found that there is a consider- 
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able shortage of juniors offering themselves fo-r service in certain specialties such 
as psychiatry and neuro-surgery, with the resulting failure to attract applicants of 
suitable quality. We believe that this is due to the poor prospects of promotion ; 
in such specialties. This is particularly true in the provinces. 

7. Question (v). ! 

The prospects of a newly qualified doctor are vitiated by the rigidity of the S 

Health Service. A man cannot readily transfer from one specialty to another 
nor into general practice. In general practice too he cannot readily transfer from 
one part of the country to another. 

8. Question (vi). 

In certain specialties there is a 'bottle-neck in promotion prospects, in consequence j 
of which (as referred to under (ii)), there is a tendency to take up general medicine 
and obstetrics from which an easier transfer to general practice is possible. In ) 
time, this creates further congestion in these latter specialties. 

9. Question (vii) (c and d). Relative advantages and disadvantages of whole-timi 

and part-time consultant practice. 

(a) Advantages of whole-time consultant service. 

1. The divorce of financial consideration from clinical work. 

2. The consultant is able to devote himself exclusively to his hospital work and 
domiciliary consultations. He is not exposed to a conflict in loyalties between 
hospital and private practice. 

3. The working conditions of the whole-time and part-time consultant are essen- 
tially the same, as far as his hospital work is concerned, and there is no difference 
in security. The Society is definitely not in favour of a fully whole-time service, 
but believes that there is a place for both whole-time and part-time consultants. 
Indeed, a proper balance between the two gives a sounder and more healthy service. 

4. In certain specialties in some areas it would not be possible to get suitable 
men other than whole-time consultants, as there would be little or no opportunities 
for private work, e.g. radio-therapy, thoracic and neuro-surgery. 

(b) Disadvantages of whole-time consultant service. 

1. The whole-time consultant must make eight free domiciliary visits each quarter 
before he becomes eligible for any fees. 

2. He is not allowed expenses for income tax purposes which his part-time 
colleague is allowed, such as the cost of books and journals, subscriptions to \ 
professional societies, and the renewal of instruments and other equipment, etc. 

3. His earnings are limited to his salary, plus certain specified fees, while the 
part-time consultant has no limit to his earnings outside the Hospital Service. The 
latter, if holding the maximum number of sessions, nine per week, is paid for 
nine and a half sessions work. His pension is also therefore relatively higher as 
far as his hospital work is concerned. Many whole-timers in consequence are 
electing to go on maximum part-time service because of the financial advantages. 

It might be as well at this point to refer to the Report of the Royal Commission 
on the Taxation of Profits and Income. In their report, in paragraph 129, the 
Royal Commission states that the general impression is that the rule governing 
the deduction of expenses in respect of offices or employment under Schedule E 
is too narrow. This is of course Rule 9. They recommended a re-wording of 
Rule 9 on less restricted lines allowing the deduction of all expenses reasonably 
incurred for the appropriate performance of the duties of the office or employ- 
ment. They also made recommendations with regard to personal expenses, including 
such things as entertainment allowance, benefits in kind, and reimbursed expense. 

4. It may be argued that the whole-time consultant, if working in the hospital 
only, may develop a parochial outlook, but this can equally apply to the part-time | 
consultant, and is dependent upon the personality of the individual. It mip* j 
equally well be argued that the part-time consultant, if attached to several hospitals, 
may have very little interest in the community life of any of the individual hospitals | 
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10. Question (vii). 

(f) Senior Hospital Medical Officers. 

No grade has given rise to more frustration than this one, and its future should 
be given careful consideration. It was originally designed for those who in 1948 
were not considered worthy of consultant status, and was intended to be a grade 
which would die out. In spite of this, new appointments continue to be made 
to this grade in certain specialties ; in fact the grade is being added to the establish- 
ments of certain hospitals. The Society disapproves of the grade as it is at present 
constituted, and considers that while it still exists individuals in it should have 
their grading reviewed at regular intervals of not more than five years. 

11. Question (viii). 

The salary of a junior hospital officer (i.e. 'below registrar grade) after registration 
should 'be raised to a level comparable to that of a trainee assistant in general 
practice. The conditions during the training years (25 to 35) are very unattractive 
and indeed cause considerable financial hardship and much frustration. 

12. Question (xv). 

Merit Awards. 

Many people disapprove of merit awards, the chief objection being the secrecy 
with which they are surrounded. It is true that there are certain advantages in 
this very secrecy. The criteria on which they are awarded are not known, and 
we consider that certain standards should be laid down. We cannot offer any satis- 
factory alternative to the present system, because some such method of rewarding 
specific talents and skill is desirable. It might, however, be suggested that suitable 
representative regional committees should be officially appointed to advise regarding 
such awards. 

13. At present only clinicians are eligible for merit awards. 

We consider that those men who are pre-eminent in the administration of their 
hospital, quite apart from any clinical work they may do, should not be excluded 
from consideration. It is the total picture of the man’s professional work in the 
service which should be taken into account. 

14. Question (xx). 

Whitley Council Machinery. 

There is general dissatisfaction with the Whitley Councils. 

The Guillebaud Committee Report discussed the matter in considerable detail 
(paragraphs 679 to 698, and 734). They were originally set up for those in govern- 
ment employment, and if the employee was dissatisfied he had the alternative of 
other work with another employer. In the National Health Service there is no 
alternative employer for the doctor. This is an entirely new feature in public 
service. We deplore the present wrangles concerning remuneration, and consider 
that they could 'be avoided in future if there was a proper system of independent 
arbitration at the request of either side. 

15. Remuneration of Medical Superintendents. 

The Society does not intend to express any specific views regarding the remunera- 
tion in general of consultants and other hospital medical staff, as evidence on 
this will be fully presented 'by the British Medical Association and other bodies. 
It is concerned with the remuneration of medical superintendents and their deputies 
in relation to that of exclusively clinical consultants. All mental hospitals have 
medical superintendents, and practically all sanatoria and special hospitals, except 
the very small ones. A large number of general hospitals also have medical 
superintendents. With the exceptions already mentioned in paragraph 2, all com- 
bine clinical duties with administration. In accordance with the Industrial Aourt 
Award of the 22nd January, 1952, if a medical superintendent is engaged tor 
32 hours per week in clinical duties he is paid wholly, as a consultant or a senior 
hospital medical officer, according to his clinical grading. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



1062 



ROYAL commission on 



doctors’ and dentists remuneration 



, T clinical work, the medical superintendent has administrative | 

16. In addition to ■ ta may be at times of greater moment and™ ! 

responsibilities and du ^ d menta l effort even than ^ clinical ( 

duty unless he goes out of the building-. e ,e D I 
H re f eQ l^f b . r«poMible things which ha PP e “ “ the hospital wta 
he“ absent is more completely whole-time than any other 

medical officer. 

n Tn most cases it is a condition of his employment that he is resident (or muj 
live dose to he hospital that he is virtually resident), the employing authority 
.Iw the obvious value of having a senior officer upon the premises. This 
HWon of residence imposes many disadvantages both on the medical superin. 
trim and M wife and family, particularly in isolated areas. Many mental, 
mental deficiency and special hospitals are sited away from towns. As a result 
of tS social contact both for the medical superintendent and his family is not 
eLv and he is not able to purchase a house for a permanent residence. The 
charees made for his accommodation would go a long way toward meeting a 
redemption mortgage on a house that he might -occupy if non-resident. When 
he approaches retirement, then, in the latter years of his life, he has to begin the 
process of purchasing and setting up a new home. 

18 His administrative responsibilities do not end with the day-to-day administration 
of’ his hospital He is expected to attend the regular hospital committees, and lie 
alone is expected to attend a large number of special sub-c^nmittees He also has 
to interview-many of the other senior, lay, and nursing officers. He is expected, 
too to take part in all the social activities of the hospital a duty which his purely 
clinical colleagues may well escape. This is true in all hospitals and especially 
true in a mental hospital, where he must take the lead m many of the recreational 
activities of -the patients. These many demands upon his time often result in his 
sacr ificin g not only his own social activities, but the very necessary attendance at 
medical societies and the taking part in similar professional activities As a 
consequence also, .the development of his clinical work to a degree which might 
earn him a merit award is liable to suffer. 



19 It is no wonder, therefore, that there is a steadily increasing difficulty in finding 
suitable candidates for the post of medical superintendent. Both the Bradbeer 
Report (paragraph 118) and the Guillebaud Report (paragraph 414) refer to this 
point The latter Report says in paragraph 414 : “It should certainly be investigated 
and if it is found that the salaries of medical superintendents are inadequate to 
maintain proper recruitment they should be revised.” Already quite a number of 
medical superintendents, because of these disadvantages, have given up their posts 
and taken a purely clinical post, either in their own or other hospitals Equally 
undesirable is the possibility that some men may accept the post, of medical 
superintendent in order to achieve consultant status, with the idea that in the future 
they may take a purely clinical consultant appointment. 

20. For all these reasons the Society argues that a medical, superintendent should 
be given extra remuneration over and above his purely clinical colleague. Only 
he has his finger on the pulse of all the hospital activities, and his value to a 
management committee which regularly seeks his opinion on different problems is 
immense. 

21. Both the Bradbeer Report (paragraph 72) and the Guillebaud Report (page 146), 
agree that “ the medical administrator must be a consultant in active clinical practi . 
With this we agree, with the proviso- that medical superintendents whose admimsra- 
tive duties necessarily take more than two sessions should not be penalised, 
medical superintendents, however, have been graded as senior hospital meui 
officers. On the merit or demerit of this clinical grading in individual cas s 
cannot, of course, comment, but we do contend that, because of the many responsi- 
bilities he carries as an administrator, and because of the many, disadvantages 
the post he holds, a strong case can be argued in favour of giving these meal 
superintendents the grading of consultant in relation to .his administrative flu • | 



Printed image digitised by the University of Southampton Library Digitisation Unit 



evidence of medical superintendents’ society 



1063 




Members of our own profession, among others, may raise objection to the 

. -a Tact tvwy-v rtaracrrsmVie A/Tanv rrmsnltnntc in the. hoSDltal 



SU8S miiltant but it should be remembered that medical superintendents do not 
3 ° int themselves They are appointed by employing authorities who have deemed 
the" appointment necessary, and have been appointed in open competition. 

Prior to 1948, the competition was very keen, with many first-class applicants 
, :, he -ost it is particularly frustrating to those members of the profession 
Mio were appointed as medical superintendents prior to 1948, and who were 
then regarded as suitable men for the post and who have now been graded as 
m S HM O to find that others who were unsuccessful in their application for 
”e same or similar posts, are now graded as consultants. 



Report, 1954.) 

2. Report of the Committee of Enquiry into the Cost of the National Health 
Service. (Guillebaud Report, 1956.) 

3. Medical Superintendents’ Medical Staff Committees (Scotland), 1957. 
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Examination of Witnesses 

Dr. G. McCouix, President of the Society I 

Dr. M. J. Brookes, Chairman of Council 
DR. V. COTTON-CORNWALL 

Dr. A. Skene 

Dr. J. M. Milloy, Honorary Secretary 

on behalf of the Medical Superintendents’ Society 

Called and Examined 



4908. Chairman : Dr. -McCoull, you 
will be speaking mainly for the Society, 
will you, or will you all wish to give 
evidence with yourself acting as the 

leader? 1 think that is the position. 

Sir, yes. 

4909. It is for anyone you wish to 
answer any of the questions we may put 
to you and in your turn, of course, you 
will be asked questions from any mem- 
ber of the Commission, particularly from 
Sir Hugh Watson who has been Chair- 
man of the particular sub-committee that 
has gone through your evidence and has 
marshalled the questions we propose to 
put to you. Would you please remem- 
ber, first of all, that anything you say 

will be reported? Dr. McCoull : Yes, 

Sir. 

4910. We will question you fairly 
thoroughly on a few aspects of this very 
specialised subject within our whole 
subject because if we do not there is 
nobody else to do so. Do not -think 
we are being hostile in so doing : equally 
do not take it we are accepting without 
any comments any points that we do 
not raise because we have gone into 
many of them sufficiently with other 
bodies. Would you start by telling us 
the scope and membership of the 
Society including perhaps a description of 
the different types of membership and of 
activity as represented, for instance, by 
the five of you who are here today? 

Could I just introduce the people 

who are here? Dr. Brookes is a con- 
sultant psychiatrist and in charge at the 
Shelton Hospital, near Shrewsbury ; 
Mr. Milloy is consulting surgeon and in 
charge at St. Mary Abbots Hospital 
Kensington ; Dr. Cotton-Cornwall is 
chest physician and is deputy superinten- 
dent at the Aintree Hospital, Liverpool 
and Dr. Skene is consultant physician in 
charge at the Walton Hospital, also 
Liverpool. I myself an in charge at the 



Prudhoe and Monkton Hospital, which 
is a mental deficiency hospital. We are 
all consultants. 

4911. How -many members have you? 
250 in our Society, Sir. 

4912. How many could you have had 
if everybody eligible were what the Scots 

call a -paid up member? We have 

tried to reckon that out this morning and 
thought somewhere about 400, Sir. We 
cannot get exact figures. 

4913. You are all consultants. How 
many of the 400 would be of consultant 

status? We do not -know, Sir : it must 

be 95 per cent. Could I say at this 
-point that Dr. Skene has got some figures 
just this morning from the Ministry. We 
said -in -paragraph 1 of our 'memorandum 
that the mental and -the mental deficiency 
-hospitals account for approximately 45 
per cent, of the hospital beds of the 
country. We said that for over 50 per 
cent, of -the hospital beds in the country 
medical superintendents are responsible. 
We think that is modest, Sir. We were 
not -quite certain about figures. We 
thought we were under-stating. Dr. Skene 
has some further figures. 

4914. Would you like to give us those 

now, Dr. Skene? Dr. Skene : We only 

have the figures in respect of eleven of 
the fourteen hospital regions in England, 
but -these show that there are 368,600 
beds in these eleven regions and of these 
221,600 -are in hospitals which are 
administered by -medical superintendents 
by name -or by o-ther terms such as 
medical director, physician superinten- 
dent and so on, which is just a fraction 
over 60 per cent. 

4915. Those were mental and mental 

deficiency hospitals? No, Mr. Chair- 

man, all hospitals in England and Wales 
with the exception of -three regions— 
Oxford, North East Metropolitan and 
Birmingham — where we have not been 
able to get the figures. 
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4916. Sir Hugh Watson : Yet, you 
say the very existence of the medical 
superintendent has been tacitly ignored 
bv the Ministry of Health. What does 

that mean, Dr. McCoull? \Dr. 

McCoull : It means that in regard to cir- 
culars memoranda and other documents 
from ’the Ministry the set up is such 
that they come down through lay hands 
and very often we find that the medical 
superintendent as the head of the hos- 
pital is simply not named. They go 
direct to the lay side. Very often we do 
not see them. 

4917. He is by-passed? We are 

often. 

4918. Chairman-. You are often by- 

passed on subjects dealing with adminis- 
tration? Yes, Sir. Could I say that 

there is an official publication, the Hos- 
pital Directory I think it is called, where 
no medical superintendent is put down 
at all. Quite apart from being in charge 
of the hospital his name just does not 
appear under any hospital in the country. 
That is published by the Ministry I am 
told, Sir. 

4919. Have you ever brought this to 

the attention of the Ministry? As a 

body we have not. — Dr. Brookes-. I 
think we did send a communication about 
five years ago. 

4920. What was the answer? 1 

cannot remember now, Sir. 

4921. Sir Hugh Watson: Did you 

employ what in other circumstances is 
called a follow up? You did not return 
to the charge? Dr. McCoull : No. 

4922. It astonishes me because as you 

know the medical superintendent is recog- 
nised as a grade for remuneration. 

Are you speaking of .the administrative 
superintendent? 

4923. I am reading from the factual 
memorandum given to us by the Minister 
of Health. Will you look at page 79, 
Dr. McCoull? You will find medical 
superintendents, graded as consultants, 
who are normally engaged for at least 
32 hours per week are remunerated as if 
flie whole of their duties were clinical. 
That seems ito recognise the existence of 
aedical superintendents. — ■ — Y es, Sir. 

4924. Or again in the next paragraph, 
even more so, the salaries of whole-time 
medical superintendents are related to a 

pointing system. 1 think you have left 

out the important words “ engaged wholly 
in administrative duties.” 



4925. I beg your pardon. My point is 
this : the document seems to recognise the 

existence of medical superintendents. 

Indeed, I think it does. It recognises here 
the wholly administrative medical super- 
intendents of which we have not got a 
representative. They are very few indeed. 
Sir. 

4926. But also paragraph 1, Dr. Mc- 
Coull, recognises medical superintendents 

graded as consultants? Yes. Sir. If 

you are making the point we are recog- 
nised the answer is yes, Sir. — Dr. Skene : 
May I just say that we are recognised as 
consultants just as all the other consul- 
tants. In this document, as we exist 
and have to be paid naturally I presume 
we are recognised for purposes of pay- 
ment, but for purposes of administration 
in the general hospitals — I specifically say 
general hospitals — there is no doubt there 
is considerable substance in what has 
been said by Dr. McCoull. 

4927. Chairman : "What I cannot under- 
stand is why, if you are being by-passed 
on things on which you ought to be 
consulted or at least informed, the Society 

has not said so with greater force? 

Dr. McCoull: It is a very small body. 
Sir. 

4928. Chairman : I see. Dr. 

Brookes: We have called the attention of 
the Ministry on several occasions to 
quite a number of instances in which we 
have been by-passed. We have had no 
replies. 

4929. Sir Hugh Watson: Of course 
various bodies have expressed views 
about this matter. The Guillebaud Re- 
port did confirm the views of the Brad- 
beer Committee (that the medical admin- 
istrator must be a consultant in active 
clinical practice. I think as the Chairman 
says this is a matter for yourselves. 
It is not a matter for this Royal Com- 
mission. It seems unfortunate. This 
Commission is concerned with remunera- 
tion you see. Could you tell us, Dr. 
McCoull, how many of your members 
are superintendents of mental hospitals? 

Dr. McCoull : Not exactly. I should 

have thought about 90 per cent. 

4930. Of mental deficiency hospitals? 

T included mental deficiency in that 

90. 

4931. Of infectious diseases hospitals? 
A small proportion. 
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4932. General hospitals? Seven or 

eight per cent. That is round about the 
distribution. 

4933. You mention in your memoran- 
dum that there are only two hospitals 
in England and Wales where there are 
medical superintendents whose work is 

wholly administrative. Only two we 

know who are members of our Society. 
We do not know of any more. 

4934. Can you tell us what proportion 
of the medical superintendents to whom 
you refer are consultants on (the one hand 

and S.H.M.Os. on the other? -We tried 

to think that out this morning. The 
number of S.H.M.0s. is very small in- 
deed. It cannot be more, I imagine, than 
a dozen in the whole country. 

4935. Tell me, Dr. McCoull, would you 
accept the definition of the duties and 
responsibilities of medical superinten- 
dents as laid down in the Bradbesr 
Committee’s Report? You have probably 

seen that? Yes, I have seen it. Sir. 

In general I would say yes, Sir. I would 
say in the mental and mental deficiency 
hospitals there is something extra but in 
general I think we can accept the Brad- 
beer Committee’s Report. — Dr. Skene-. 
May I ask Sir Hugh Watson whether he 
is referring to Appendix B or paragraph 
61 of the Report because paragraph 61 
enumerates a number of duties which the 
Report takes to come within the content 
of medical administration, whereas the 
Appendix, of course enumerates duties 
laid down for a medical superintendent. 
It may appear there is a very fine line 
of difference between those two items, 
but of course medical administration is 
carried out in the same sort of way in 
hospitals which do not have an appointed 
medical administrator. 

4936. 1 think that is the point. Subject 
to that, with that comment, Dr. Skene, 
you would accept the outline of the duties 
and responsibilities of a medical adminis- 
trator as sat out in paragraph 61 of the 
Bradbeer Report? Yes, Sir. 

4937. You point to Sections (iij and (iii) 
of Appendix B as illustrating the duties 
which have been laid down by a certain 
Board for a surgeon superintendent, and 
a memorandum on the relationship of 
medical superintendents to specialists on 

hospital staffs? That is so .—Dr. 

Brookes: Those duties, Sir, are in rela- 
tion generally to non-teaching hospitals, 



to mental and mental deficiency hospitals 
where the appointment of a medical ad’ 1 
ministrator is specially set down in 
Statutory Instruments. 

4938. Mental hospitals are by statute 
obliged to have a medical superinten- • 

dent? And mental deficiency hospi- ! 

tals. Statutory Instrument 419 lays down 
that he is the chief officer. 

4939. As I said, this Commission is 
concerned particularly with remunera- 
tion. We are obliged for the comments 
you make in paragraphs 5 to 13 of your 
memorandum. Perhaps you will excuse 
my not dealing with them. We have 
had evidence from a considerable num- 
ber of bodies and think we know the 

position about them. Dr. Cotton- 

Cornwall : Might we, Sir, say something 
about some of the evidence that has been 
given on merit awards if you are not 
going to ask us any questions on that 
matter, because we do feel some of the 
statements made to you about the lack 
of interest shown by consultants ' in 
general in the merit award system does 
not correspond with the facts. Naturally 
everybody is interested in the amount of 
money that he receives and the fact that 
meetings in the regions have not been 
well attended is not due to the fact 
that people are not interested. 

4940. Chairman : 'What is it due to? 

If I may be quite frank, it is due 

to the fact that the question of merit 
awards is not dealt with at those meet- 
ings. People ask questions and they do 
not get answers. Since that has hap- 
pened on several occasions people have 
ceased to attend. Speaking for the Liver- 
pool region, the attendances at the be- 
ginning were very much better than they 
are now. If I may speak personally I 
myself went to the first two meetings 
that were held and decided it was a 
complete waste of time going to any 
more. I think that is fairly general— 
that feeling is fairly general— Dr. 
Brookes : There are other factors. Some- 
times the meeting is held at a distance 
from one’s place of work — some 30 or 
40 miles away, and it is held in the 
afternoon. One hardly feels inclined to 
go to attend a meeting at that time. 

4941. I think we appreciate these meet- 

ings are held in fairly widely separated 
places at intervals and one cannot expect 
a very large attendance. In the past 250 
people turned up in Newcastle. There 
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have been good attendances in my area. 
—Dr. McCoull : In paragraph 13 on 
merit awards, we say: 

“ It is the total picture of the man’s 
professional work in the service which 
should be taken into account.” 

I feel that here we should point out to 
you that in the system of allocating 
merit awards to people it is laid down 
that administration does not count. In 
other words, one’s success or otherwise 
in running a hospital community is not 
taken into account at all. We think that 
is part of a man’s total professional capa- 
city and we think it should be taken into 
account. We protest very strongly 
against the leaving out of administration 
from the merit award system. 

4942. You know, Dr. McCoull, other 
bodies have raised the question of alter- 
ing the line of demarcation of merit 
awards, bringing in types of doctor for 
instance who would not now be eligible. 
The Medical Research Council indeed 
raised that. There has been a generally 
expressed feeling it is best to leave the 
line of demarcation where it is. You 

knew that? We know that this is for 

you to decide but we are protesting 
against the fact that administration does 
not count. They are the words that have 
been used. We think it is important. — 
Dr. Skene: I think we take that vie\v 
because we feel that the duty of the 
medical administrator in the hospital 
service is an important one and for the 
good of the service. Consequently any 
condition of service which will make an 
important appointment of that sort less 
attractive will carry with it a handicap 
from the point of view of the recipient’s 
future financial prospects and is not 
calculated to maintain the quality of the 
service in which we are interested. 

4943. You are making the same sort 
of point at a different sphere to the one 
which has been made, for instance, by 

the Medical Research Council? 

Precisely, Mr. Chairman. 

4944. Sir Hugh Watson: There is this 

difference, Dr. Skene, if I may act as 
your advocate for the moment, that the 
people about whom you are talking are 
already consultants? That is so. 

4945. It has been expressed to the Com- 
i mission that people who do no clinical 
! work at all ought to be considered for 
> merit awards. The Commission have so 



far not been impressed by that argument. 

I am not saying they have decided any- 
thing, but once you get outside the realm 
of clinical medicine for which merit 
awards were primarily intended, you are 
in a very difficult and wide area: but 
your point is perhaps narrower — with 
respect, Mr. Chairman — because you are 

a consultant to begin with. The point 

I am making, Mr. Chairman, is that the 
physician superintendent is a handi- 
capped consultant in relation to his fel- 
low consultants because there is a limit 
to that which even the most conscientious 
person can put into 24 hours and if he 
is undertaking clinical duties for nine- 
elevenths of his time he is expected to 
carry out clinical duties for nine- 
elevenths of his time. Bearing in mind 
the Ministry three years ago stated that 
a particular consultant’s task may be 
done in whole time or in nine sessions, 
at the option of the consultant, then ob- 
viously the man who is doing a nine 
session consultant post plus all his ad- 
ministration is extremely handicapped in 
undertaking any research work in which 
he may be interested as compared with 
the pure clinician. Consequently it is 
unjust for him not to be considered for 
a merit award. 

4946. Chairman : Dr. Skene, paragraph 

1 of Appendix F of the factual memo- 
randum to which Sir Hugh referred 
earlier, says that medical superintendents 
graded as consultants who are engaged 
at least 32 hours a week in clinical work 
are remunerated as if the whole of their 
duties were clinical. Would that also 
apply for merit award purposes, to your 
knowledge? 1 do not know: I pre- 

sume it would. — Dr. McCoull : Yes. 

4947. So that anybody who is engaged 

for 32 hours a week on clinical, duties as 
a medical superintendent is eligible for 
a merit award? Dr. Skene : Yes. 

4948. To the full extent, and presum- 

ably df engaged for, say, 20 hours instead 
of 32, is eligible for the appropriate pro- 
portion of the award? Dr. Cotton- 

Cornwall: There are people who are 
medical superintendents who have merit 
awards. We would not like to give the 
impression there are not any. The argu- 
ment is it is more difficult for a medical 
administrator being either physician 
superintendent or deputy to obtain a 
merit award because he has not got the 
same amount of time to give Ito clinical 
research and writing and reading of 
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papers that the pure clinician has. I 
think that is the point I am 'trying to 
bring out. 

4949. I think the Commission has got 
the point. I do not know to what extent 
they are convinced about its validity. 
We may need to ascertain more on that 
particular point from Lord Moran. I 
do not think that point has been put to 
us in that way before, that medical super- 
intendents alone have insufficient time to 
do research work to keep to the level of 
other consultants. That is your point? 
— Dr. McCoull : They have not as much 
time. — Dr. Skene: May I put it this 
way? In the time the consultant has over 
and above his, if you like, routine work, 
the medical superintendent is very fre- 
quently undertaking administrative work 
rather than that more specialised type of 
work which is regarded I would say as 
more likely to make him eligible for a 
merit award. — Dr. McCoull: We could 
elaborate on that by letter if there is any 
doubt about it. 

Chairman : I think the Commission has 
the point. 

4950. Sir Hugh Watson : Of course as 
you know the Bradbeer Committee recom- 
mended that consultants engaged in 
clinical work who worked for part of 
their time in administration should not 
be prejudiced in remuneration by the fact 

it did so occupy their time. Dr. 

Skene: Precisely. That is understood, 
Mr. Chairman. 

4951. Dr. McCoull, in Appendix C to 

the Bradbeer Report there is a table 
which shows that throughout England 
and Wales there appear to be 129 medical 
superintendents for a certain number of 
hospitals? Yes, Sir. 

4952. Are these all the gentlemen who 
act as medical superintendents broadly 

speaking of hospitals? Dr. McCoull : 

No. I said we think there are about 400 
in the country. These figures have been 
very difficult to get and even now we are 
not too certain to about half a dozen of 
the exact number. — Dr. Brookes: May 
I say there is a very important footnote 
to that table which explains it. — Dr. 
McCoull: Page 16 of the factual memo- 
randum gives the number of medical, 
superintendents and deputy medical' 
superintendents in England and Wales at 
77, Sir. It is extremely difficult following 
these figures. Every time we see a new 
table we get a new figure. We think 
there are 400 in the country. — Dr. Skene : 



We have confirmation from the Regional I 
Hospital Boards of 11 regions that in i 
these 11 regions there are at least 315 
actually in, post at work. | 

4953. Chairman : Why is there this m . ■ 
certainty? Is- it because they are treated 1 
as consultants in medical practice, be- 
cause they are doing 32 hours or more 

a week? — Dr. McCoull : We think, Sir, it 
is because of the nomenclature. Sometimes 
a man is termed a surgeon superintendent 
sometimes a physician superintendent and 
sometimes a medical director.— Dr 
Brookes : That is explained in, Appendix 
C of the Bradbeer Report where they 
say the amount of medical administrative 
work is much greater. A number of 
consultants, not classed as medical super- 
intendents in fact devote a considerable 
amount of their time to administrative 
duties. 

4954. That still does not necessarily 
affect this question of the number of 
medical superintendents. I should have 
thought this was something the Society 
would have wished to get right in the 

statistics of the Ministry?; Dr. 

McCoull : We have been trying to do 
that and have got it out of 11 regions. 
Three have not replied. We are certain 
of figures on 11 regions. 

4955. Could I ask you to look at this 
Appendix C of Bradbeer under the head- 
ing of “ Mental ” and “ Mental Defi- 
ciency ", in which it would appear there 
are in total 44 medical superintendents. 

In view of the statutory obligation to 
have a medical superintendent in such , 
hospitals, I should have thought there 

would have been far more. There 

must be far more than that.- 

4956. There are 130 mental hospitals 

included in the table. Dr. Brookes: 

The average number of big mental 
deficiency hospitals in each region is 
four : smaller places which have to have 
a medical superintendent, three. The 
figure is wrong, Sir. — Dr. Skene: May 
I just say, Mr. Chairman, that the official 
documents do lend some point to the 
comment we made in the first paragraph 
of our memorandum, that the existence 
of only 77 of ns has been recognised in 
this official document, but we are 400. 

4957. Dr. McCoull, this Ministry’s 
Factual Memorandum came out as far | 
as I can remember in July, 1957— it . 
might possibly have been August. There , 
should have been enough time to estab- I 

i 
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iish the true facts since then. Mr. 

Chairman, we started to collect these 
figures in October. 

4958 Sir Hugh Watson : I have for- 
gotten how we got on to this. We were 
talking about merit awards. In your 
oaragra-ph dealing with merit awards you 
suggest the setting up of representative 
regional committees. Could you just tell 
us a little about the ideas which prompt 
you to make that suggestion, following 
on what Dr. Cotton-Cornwall said about 

the Lord Moran meetings? Dr. 

UcCoull : Can I go back to what I know 
Lord Moran said quite a lot about to 
you that is the Newcastle meetings and 
set-up there. He devoted a considerable 
time to that. I was in that group and 
know of it. Lord Moran comes once a 
year: a meeting is called for consultants 
and the meetings as a whole have been 
very well attended. I think 250 were at 
the first meeting. The figure has dropped 
possibly since. Even at a meeting held 
on Sunday night there were over 100 
there. From that meeting in the New- 
castle area was appointed a man to go 
on to a team of four which looks into 
the case of every consultant in that area 
and makes recommendations. Middles- 
brough, Darlington and Sunderland I 
think each have similar committees. 
They go into each case in their own area. 
It is those committees we think ought to 
have some official recognition. They 
ought to be officially known as the 
■recommending body. As it is you see 
from Lord Moran’s evidence, those com- 
mittees do not report to Lord Moran. 
They report to a Committee of the 
Regional Hospital Board, and say what 
they think to them. Finally Lord Moran 
meets the Regional Hospital Committee ; 
who else is met nobody knows. I think 
he said in his evidence he asked indi- 
viduals what they thought. No one 
knows who the individuals are — we have 
a very good idea — no one officially 
knows who they are, as between small 
committees who really are representative 
of the consultants, as between individuals 
and Lord Moran, and the Regional Hos- 
pital Committee he has co-opted. Then 
a list comes out which you do not see 
until the next meeting. iWe think there 
should be some official small body 
elected or appointed by the doctors and 
having some official recognition in this 
matter. 

4959. Chairman-. Dr. McCoull, it has 
been suggested and fairly strongly sup- 



ported by many people in your profes- 
sion, that the comparatively informal 
nature of ascertaining the real merits of 
particular people in these districts works 
better than a formal official committee 
system. You feel that is not so? 

Sir Hugh Watson : To supplement 
what the Chairman said Lord Moran 
described the machinery to us very much 
as you have described it. He said at the 
end of the day all the indications pointed 
the same way; they all pointed to the 

same people. 1 believe that to be true, 

Sir. I think the whole thing is that if a 
small committee puts up certain recom- 
mendations, places a man very high 
indeed, and then goes to the regional 
committee which also places the man 
very highly indeed and that man does 
not get a merit award but someone else 
does, then we think some official recog- 
nition of these committees should help 
that position. 

4960. May I take it you are talking 
principally at the moment, Dr. McCoull, 

about the C awards? 1 am talking 

about all awards. 

4961. Because Lord Moran put it to 
us there was never any doubt about the 

A’s. 1 entirely agree: there is no 

doubt about the A’s. 

4962. There was perhaps some doubt 

■but not a great deal about the B’s. 

Yes. It is largely the C’s — the picking 
of a new man for an award, that is the 
difficulty. 

4963. It was getting the man on to the 

ladder for the first time? Yes, that is 

the difficulty, Sir. 

4964. Chairman: Is this partly con- 
nected, Dr. McCoull, with the feeling that 
in the particular sphere of mental health 
there has not been as much recognition 
as in some of the other major spheres? 

That has not come into my mind, 

but I have figures which I understand 
you have. The Royal Medico-Psycho- 
logical Association have put u.p the 
figures that have been obtained about 
psychiatrists. No, I was not talking 
about that at this moment. 

4965. I would like to know whether 
you think under this system, things have 
worked out fairly well or not. What 

do you think? 1 think it works out 

as well as it can do under the system. 

4966. Dr. Skene, is that your feeling? 

Dr. Skene : I am not very closely 

acquainted with the system in the Liver- 
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pool region, because of course, the 
system appears to be different in each 
region ; but I know there is established 
in the Liverpool region a committee to 
advise Lord Moran. 

4967. Yes. My question was, do you 
think the results are very wrong in fact 

as far as you know? 1 think allowing 

for human fallibility the results are 
reasonably satisfactory. — Dr. Cotton- 
Cornwall : That is not quite correct. I 
have a little more intimate knowledge 
of what is done. The committee you 
refer to is entirely an informal com- 
mittee which advises the person Lord 
Moran consults in the .Liverpool region, 
and the committee as such is not recog- 
nised by Lord Moran. I feel. Sir, the 
point we are trying to make is that 
although the end result may be very 
similar to what the end result would be 
if you had an elected committee making 
recommendations, that .people would 
feel they were being more fairly treated. 
“ X ” and “ Y ” possibly “ Z ”, are con- 
sulted ; we do not know quite who is 
consulted, but it depends very largely on 
bis opinion as to who in this region 
will get a merit award. 

4968. I am talking now about the C 
merit award. I agree with what has been 
said about A and B. The difficulty does 

not arise there. Dr. Brookes : I think, 

Sir, within my region people are tolerably 
satisfied. The only point 1 would make 
is the very low percentage of awards 
given to people in mental health. — Mr. 
Milloy: In my region we do not know 
much about it. I am surprised to hear 
from the other regions about these 
regular meetings. Only one meeting has 
been held in the London area which was 
when the first distribution of merit 
awards occurred. They met there and 
divided up A and B but wanted ten 
more C’s. A small sub-committee of 
three was set up to recommend these ten. 
I happened to be a member of that 
sub-committee. It only met once and 

f has not met again. 

^ Sir Hugh Watson: I think Lord Moran 
1 did say he had a different method of 
. dealing with London than the provinces. 

4969. Chairman: Lord Moran gave a 
| full account of his methods in the ver- 
batim evidence which has been published 
by the Commission.* 

* Royal Commission on Doctors’ and 
Dentists’ Remuneration Minutes of Evidence 
Days 3-4. 
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Sir Hugh Watson : Could yon perhaps i 
in a few words expound to the Commis- I 
sion your general view regarding the t 
place of medical administration in ; 

■general and mental hospitals? x>r. * 

McCoull: I can really only speak with ! 
authority on perhaps the mental and i 
certainly the mental deficiency side. One 
of the other witnesses might do so as 
regards general hospitals. I do not think ! 
there is any doubt about it that medical 
administration in the mental and mental I 
deficiency hospital is an absolute neces- \ 
sity. I do not think any other system— 
shall we say the system as used in most 
general hospitals no w — will work. It will 
not work because the mental and mental 
deficiency hospital is a place — a com- 
munity — where we, the medical superin- 
tendent and ibis staff, have to look after 
the whole life and living situation of the 
patient, where everything done inside that 
hospital has a reaction upon the life of 
the patient. That is certainly true in 
mental deficiency. I do not know how 
far it may .be untrue as far as mental 
hospitals are concerned but I believe the 
■position is the same. There is no way of 
looking after a person’s total life— 24 
hours a day, perhaps for years, perhaps 
for a shorter time — than by medical ad- 
ministration. When I say medical 
administration I mean an administration 
that has a doctor acknowledged as . the 
head. I leave out the words “medical 
superintendent ” — a doctor. 

4970. That means the doctor super- 
vises if he does not deal with the detail 

of the whole administration of the hos- f 
pital?— — I think the better the doctor 
the less he does of detail, Sir.— Dr. 
Brookes : I think it is perfectly true of 
mental hospitals too, but he correlates 
other duties of the hospital. He acts as 
liaison officer. 

4971. Does that apply to general hos- 
pitals also? Dr. McCoull : Mr. Milloy 

and Dr. Skene can speak for general 
hospitals. — Dr. Skene : If I may, Mr. 
Chairman, I will say that the position . 
is obviously in practice different in 
general hospitals in England today, tat 
we have taken the view that the employ- 
ment of a medical superintendent in a 
general hospital is highly desirable be- 
cause the basic fact is that the hospital 

is simply a building to enable sick mem- | 
bers of the public to be treated by • 
doctors. And it seems reasonable that I 
the administration of such, am organisa- | 



Printed image digitised by the University of Southampton Library Digitisation Unit 



i 



EVIDENCE OF MEDICAL SUPERINTENDENTS’ SOCIETY 



1071 



tion might well be carried on by a 
medical man. 

In the Henderson Report on medical 
superintendents in Scotland, they said 
that they .considered the employment of 
medical administrators in hospital was 
desirable and one of the arguments for 
the employment of these people was 
based on the part he can play in foster- 
ing the integration of the hospital ser- 
vice with other branches of the Health 
Service. I think that is a particularly 
strong reason for having one medical 
man recognised as an administrator, par- 
ticularly in a large hospital and particu- 
larly in urban, districts where there are 
large hospitals and where hospitals tend 
to become isolated units unless there is 
a discriminating medical man who con- 
tinuously undertakes these responsibili- 
ties among others. 

4972. I think I am right in saying in 

England the majority of general hospitals 
do not have whole-time medical superin- 
tendents? Dr. McCoull: That is so. 

Sir. 

4973. They have consultants who are 

part-time? No, Sir, they have lay 

secretaries. 

4974. Yes. They also have con- 
sultants who are part-time medical 
superintendents, although you call them 
physician superintendents or medical 

directors? No. The average general 

hospital has as its chief officer a layman 
who is the group secretary and he is in 
charge of that hospital. 

4975. Chairman : There is very often a 
lay secretary as well who is subordinate 

to the group secretary? Subordinate 

to the group secretary. 

4976. I think you said earlier that of 
your 400 possible members only about 
7 or 8 per cent., that is to say 25 or 30 
people together, would be in general 

hospital? 1 would like to appeal to 

our secretary to make sure that is right. 
~Dr. Brookes. I think that figure is 
rather small ; there are more than that — 
certainly more in the London area. — 
Dr. M&oull : Dr. Skene has the figure. 
Dr. Skene : I have not the figure of 
members of the society but have the figure 
in respect of hospitals other than mental 
and mental deficiency hospitals in the 
eleven Regional Board areas to which I 
have referred. It is this, that there are 
184 medical directors, superintendents and 
physician superintendents of general and 
special hospitals. 

31173 



4977. How many in mental and mental 

deficiency? 131. There are 315 

superintendents altogether. But whereas 
the 131 mental and mental deficiency 
medical superintendents administer 

162.000 beds, in the 184 other hospitals 
medical superintendents administer only 

50.000 beds, that is to say, all the mental 
beds have a medical superintendent under 
statute. Only 60,000 out of the total 
number of general beds, which is 250,000, 
have medical administrators — 60,000 out 
of 250,000. 

4978. This rather modifies the figures 
you gave earlier about 90 to 95 per 

cent. Dr. McCoull : It d-oes ; I said 

I was making an estimate. — Dr. Skene : 
Unfortunately we have had some con- 
siderable difficulty getting these figures 
and the last figures I received from the 
Ministry of Health only on our way here 
at 2 pjm. 

4979. Sir Hugh Watson : Can you tell 
us the importance of the legal responsi- 
bilities relating to the freedom or custody 
of the patient borne by the medical 

superintendent? Dr. McCoull : In the 

mental hospitals that is a very great 
responsibility. It has to do with the 
freedom of the subject, whether a person 
is just going to be kept in the mental or 
mental deficiency hospital or not. Dr. 
Brookes can speak better of the mental 
hospital : I speak as to the mental 
deficiency hospital. The work has been 
tremendous. New legislation has placed 
very increased responsibility on us, in 
spite of the fact that our legal responsi- 
bility is now largely being lightened by 
new regulations. A mental deficiency 
patient coming into hospital had to be 
certified at the end of the year ; he was 
certified on admission and re-certified at 
the end of a year, then at the end of five 
years ; that is going on all the time. Now 
we are taking in patients where this re- 
certification will not be necessary, but 
early experience shows that the responsi- 
bility of taking in mental defectives in an 
uncertified condition -is certainly going 
to 'be much greater than before. There is 
no doubt of the responsibility — I am not 
talking of rights or wrongs — -this infor- 
mality is going to put on the doctor a 
very much increased responsibility. We 
are not objecting to it. It has ceased to 
be legally our responsibility. 

4980. Chairman : Could I ask, Dr. 
McCoull, whether in the ordinary mental 
deficiency hospital this responsibility in- 
variably comes directly on to the medical 

A 7 
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superintendent, or whether it is simply 
he has the ultimate responsibility but 
doctors under him in fact take the deci- 
sion in most cases? 1 speak of a 

hospital where I am the only consultant. 
In my hospital the other doctors take 
their share of responsibility, but in ques- 
tions of doubt I am the person who lias 
to decide. I am the person they come 
to. if necessary I am the person who 
says what we will do. — Dr . Brookes : 
There are additional duties— safeguard- 
ing of the patient while in hospital. 

4981. Sir Hugh Watson : Is it pos- 
sible to say approximately how much 
time is involved in clinical work and 
how much in administrative work? 

Dr. McCoulI : This is all bound up in 
this question 1 found so difficult to 
interpret in reading the evidence given 
to vou. Everyone will speak as though 
doctors work * a 38+ hours week. As 
medical superintendent I can double that 
almost every week. 1 w-ould say that 
the actual administration as administra- 
l tion does not take very much time. 
There are other people who do this 
work — the group secretary, the group 
engineer, they see to all these things. 
I There is other work which is looked upon 
t by some people as administration but in 
our opinion is purely medical. I had 
anticipated this question. On Saturday 
having had a busy day I started writing 
about 5.30 and finished after 10. I 
wondered if I would get this question 
and wrote down exactly what I had been 
doing. I can put it in to you. It is 
just a list of about 40 items as they 
occurred — the letters I dictated and the 
various actions I took. Looking over 
that I am quite certain that had to be 
done by a doctor and it is administra- 
tion. You are not touching a patient ; 
I did not see a patient during all that 
time. It is difficult to say how' much the 
proportion of clinical time is when you 
do not know the total to start with and 
do not know what the administrative part 

is. You do not see a patient, nor do you 
order coal or flour or anything of that 
kind. I certainly do not. 

4982. You were dealing with medical 

administration? Entirely. If you are 

interested in the question I have got it 
somewhere written out. 

4983. Chairman : If you would like 
to send us that for our private guidance, 
the Commission would be glad to have 

it. Yes, Sir. I will send it on later. 



4984. We have the point. You are I 
dealing entirely with medical adminis- 
tration, not with lay administration nor 
with the actual clinical job of seeing 

patients. 1 hope it is understood. I I 

was asked to give a proportion of time ! 

but with so many unknowns I cannot 
give a definite proportion. 

4985. Sir Hugh Watson : How far is 
the medical superintendent responsible 
for the clinical work of other consultants 

of the staff? 1 would say not at all. 

I think as a medical superintendent he 
has got to see that outside consultants 
turn up for clinics, that they come in 
on time and do not keep nurses waiting 
all the day. I would say he has got to 
be responsible for seeing that the con- 
sultant is fully looked after, has the 
equipment he needs and is supplied with 
all his wants. I think for the part-timers 
the medical superintendent has got to 
see their treatment is properly carried out, 
that the nurses are doing their job, and 
SO' on, but as far as clinical responsibility 
is concerned I do not think the medical 
(superintendent has any responsibility 
whatever. 

4986. Dr. MoCoull, in your paragraph 

10 (/) I think you suggested that the 
Senior Hospital Medical Officer grade 
might be abolished. What do you sug- 
gest for its replacement? It may be 

others may want to speak here, too, Sir. 

I think largely we think there ought to 
be a broadening out of the consultant 
grade. We do not think that some form 
of junior or assistant consultant is the 
right answer. Perhaps Dr. Skene h.as 
got views on that. 

4987. Chairman: I would like to be 
clear on your own answer first. You 
say a broadening out ; you do not want a 
junior consultant or assistant consultant. 
Do you mean simply an addition to the 
number of consultants? Is that what 

broadening out means? 1 do not 

mean an addition to the number of con- 
sultants. I mean a broadening out of 
the salary scale so that a man will have 
a longer term to go and perhaps start 
earlier — a broader remuneration term, 
not more consultants. 

4988. But the present Senior Hospital 
Medical Officers for instance, in terms 
of your answer would be consultants, but 
within a much broader salary range. Is 

that right? Dr. Cotton-Cornwall: 

No, Sir. We have not said the present 



Printed image digitised by the University of Southampton Library Digitisation Unit 



EVIDENCE OF MEDICAL SUPERINTENDENTS’ SOCIETY 



1073 



Senior Hospital Medical Officer should 
£ a consultant. We think the grade 
ehnnld die out as such and in name, but 
£ think those left in that grade should 
1° a regular review of their status be- 
Inse we do know of Senior Hospital 
Medical Officers doing consultant work. 
We would feel this really cannot be 
tackled until there has 'been a whole 
reneral review of hospital staffing, and 
as you know a Working Party has been 
L w to that end. I would feel, speak- 
„„ broadly, the second memorandum 
submitted to you by the B.M.A. has dealt 
with this remote problem very fairly 
and very fully. 

4989. Sir Hugh Watson : I. read that 
memorandum last night in point of fact, 
or the night before. I would agree this 
is fully dealt with there. Of course, as 
you say the setting up of a Working Parity 
has largely taken, this matter away from 

this Commission. 1 would feel, and 

most of us feel you cannot really talk 
about rearranged things until we have 
got a much greater knowledge of how 
things have worked so far. All we know 
is the present Senior Hospital Medical 
Officer grade has caused tremendous 
frustration,, as has been brought out in 
the B.M.A. document. People who were 
in the service before 1948, again as I 
think has been emphasised very clearly 
in that document, feel in many cases they 
have been very unfairly treated vis-h-vis 
colleagues who before 1948 were con- 
sidered their equal. 

4990. Chairman: You said some of 
your other colleagues might wish to 

speak on this question? Dr. 

McCoull: No, I do not think so. 



4991. Sir Hugh Watson : There is a 
small point on paragraph 1 1 . You 

suggest the salary of a junior hospital 
officer below registrar grade should be 
raised. I suppose you do, not mean 
house officer grades should be given this 
additional remuneration because most 

house officers are- not even fully 

I registered? -We were thinking there, 

! I think, of the Junior Hospital Medical 

I Officer. — Dr. Cotton-Cornwall: The 

Junior Hospital Medical Officer. J am 
I afraid one word has been, missed out. 

| The number of people is very limited in 
j a more or less permanent grade. 

I 4992. Chairman: I think we under- 
stand that is quite different from junior 
| hospital officer. 1 apologise, Sir. It 

! 



should, be Junior Hospital Medical Officer. 
— Dr. McCoull : Could we come back on 
this ? I am not certain where I am — I 
am sorry. I have got Dr. Brookes down 
as a person who knows something about 
this ; I am not sure I do. — Dr. Brookes : 

I do not really. As a matter of fact I 
put this answer down, but the Commis- 
sion’s question really refers to registrars. 
Our answer is a little out of place. We 
were concerned about the salary, not of 
Hhe junior hospital medical officer, but of 
the junior hospital officer below the regis- 
trar grade. We were concerned with the 
salary in relation to the charges made for 
these men living in hospital. 

4993. Hugh Watson : We have bad 
that point made to us.' We come now 
to the real body of your memorandum, 
whudh. is contained in your paragraphs 15 
to 20. In paragraph 20 you say for the 
reasons set out in the preceding para- 
graphs your Society argues that a medical 
superintendent should be given extra re- 
muneration over and above his purely 
clinical colleague. We know the reasons : 
they are the requirement of responsibility, 
the burden of administrative work and 
the social duties attached to the post. 
Finally you suggest there should be some- 
thing added in order to encourage recruit- 
ment in your branch of the medical 
profession. What exactly do you mean 
when you say a medical superintendent 
should be given extra remuneration over 
and above his purely clinical colleague? 

Dr. McCoull : We think, Sir, because 

of all the things you mention and from 
the fact we are more completely whole- 
time than anyone else and the fact we 
do carry a burden, of responsibility which 
no one else in the profession carries, 
■that there ought to be some remuneration 
attached to that aspect of the job over 
and above what is given to us as 
consultants. 

4994. Are you talking about a whole- 
time consultant? Yes, Sir. 

4995. You are, I see. Then, of course, 
what B.radbeer says about that is — I think 
he was talking about part-time consult- 
ants — a consultant who is also employed 
as medical superintendent should not suf- 
fer financially because of such employ- 
ment. I understood that to mean he 
should be paid for the sessions in which 
he was acting as medical superintendent 
on the same scale at which he was paid 
for the sessions when, he was acting as 
consultant. Would you agree with that? 
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,{4 0 sir .—Dr. Skene: I think the 

/. ’ • the Ministry recognise 

h^ssisss'^ 

is l ‘ a ™id” ^ a whols-time consdll- 
L- although 2 /llths of his time 
ant, alth g di j admimstra- 

| M SPe B ut if he oi* undertakes 8/llths 
Seal and spends 3 /llths m medical 
administration duties, then of course he 
is paid for his 3/llths at administra- 
tive rates and not as a medical tnan a 



all. 

4996. Chairman: He stands ns a 

medical man for 8/llths but j not tor he 

3 1 lths? That is what I think, the 

reference in Bradbeer means, that he 
does not suffer providing he is predom- 
nantlv a clinician— a clinician for 9/llttis 
of his time. 

4997 Where would you draw the line? 
Presuming only 1/llth is clinical and 
10 .'1 lths is administrative you would not 
expect him to be paid entirely as a 
clinician? That is so. 



4998. Where would you draw the line? 

-I do not think I can say where the 

line can be drawn, except to say this, 
Mr. Chairman. If a man is a consult- 
ant phvsician for example, in a hospital 
of ">50 beds, and is also the physician 
superintendent, it is quite understandable 
that he will be able to undertake the 
medical administration of that hospital 
in 2/llths of his time. If he is medical 
administrator of a hospital of 1,250 beds, 
it is less likely he can undertake great 
responsibility and continue as a clinician 
and it seems anomalous that for under- 
taking a more important, onerous task, 
that he should suffer financially as com- 
pared with his colleague who is doing a 
similar task in a small hospital with less 
responsibility, which is in fact what 
happens under the present arrangements. 



4999. Are you talking of general 

hospitals? General hospitals and 

sanatoria. 



5000. You pointed out that big general 
hospitals on the whole will not have 
medical superintendents. My recollec- 

tion of what was said, Mr. Chairman, is 
that a very considerable proportion of 
general hospitals do not have medical 
superintendents, or put another way a 



considerable proportion of general hos- 
pital beds are not under medical 
superintendence. But in fact a very con- 
siderable number of the really large 
hospitals do in fact have medical 
administrators. I think I am right in 
saying that all the general hospitals of 
over 900 beds which are not, of course, 
teaching hospitals, do have medical 
administrators. That of course, raises 
this particular point: there is a very 
considerable administrative task for the 
medical administrator of such a large 
hospital and he would be the one likely 
to suffer if he was not prepared to under- 
take 9/1 lths of his work clinical and 
2/llths administrative. That in fact is 
how it works out. I think that many 
medical administrators of large hospitals 
are managing to do 15/1 lths. 

5001. Sir Hugh Watson: It appears 
from Appendix F to the factual memo- 
randum, page 79, that in point of fact 
consultants who do 32 hours of work, 
which 1 make to be 9 sessions, are paid 

as if their work were wholly clinical. 

Yes, Sir. — Dr. Skene: iMay I ask for 
clarification? When you say consultants, 
•you mean medical superintendents who 
are consultants? 

5002. Yes, I mean medical super- 
intendents who are consultants. I was 
talking under reference to this Appendix ; 
you are quite night. Does that satisfy 

you, Dr. McCoull, or does it not? 

As long as you do mot think, Sir, that a 
medical superintendent’s week is made 
up of 1 1 sessions : 9 of them clinical and 
the administrative work done in 7 hours, 
because that does not apply, not to any- 
body I know. It is when figures are 
given that are dependent on this total 
working week of 38 hours, that frankly 
I get lost because we are all working so 
much more time. One’s working week 
does not end at 38 hours. 

5003. Having had this very interesting 

discussion, what I am trying to get at 
now is this. In your paragraph 20 you 
say : “ extra remuneration over and 

above his purely clinical colleague’. 
What I want to know now is does 
Appendix F fulfil your requirements in 

that connection? Dr. McCoull: No, 

Sir. 

5004. It does not? No, Sir. 

5005. What do you want to sub- 
stitute for it, what criteria? -We think 

we ought to be paid as consultants, if we 
are consultants, for our clinical work, 
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..a we think because we take this added 
-esnonsibility as medical superintendents 
there ought to be a component in our 
total remuneration which covers that 
point. 

Chairman'. Have you any figure in 
mind? 

5006 Sir Hugh Watson: Before we 
come to that, with great respect, what 
criteria would you suggest should be 

employed in appraising that figure? 

We have talked that over. We think 
there are other things than the counting 
of beds and heads. We do not like the 
counting of beds and heads very much, 
it makes for difficulty between small and 
large hospitals. But we think at the 
present moment that size has to count 
largely in any method you get, and the 
number of beds is as far as we have 
got, although we do realise there are 
other matters which would come into the 
fixing of any scale. 

5007. Chairman: As to size, apart 
from the number of beds, there would 
be the number of out-patients? — - — Those 
are the other things. When I say beds, 
yon have got to consider the hospital 
lhat has few beds but lots of out-patients. 
Each hospital with a medical super- 
intendent would have to have a number 
fixed after consultation. 

5008. I am trying to find what you 

meant when you agreed it was largely 
a question of size, but that it was not 
enough to base size on the number of 
beds. If it is not 'beds, it is out- 
patients? Dr. Cotton Cornwall: It 

would be the commitments of the hos- 
pital, the type of work done. For 
example, the acute general hospital 
would have a much more rapid turnover 
than a mental hospital. 

5009. Sir Hugh Watson : The criteria 
you would apply would differ according 

to the type of hospital? 1 think they 

would have to. 

5010. Can you help us any further? 
You say you do not like counting heads 
or beds. — Dr. McCoull : We thought, if 
new criteria came into being, that there 
must be a ceiling to anything that is 
awarded for this responsibility factor. 
Where you have got a large mental hos- 
pital with two or three thousand beds it 
is quite obvious there is a size over which 

| good administration ceases, and we do 

j not think there is any case for putting 
any such scale above a certain figure. We 

I are suggesting something new, and we 



have not got exact figures to put before 
you. We would have to have a thing like 
that accepted before we could give you 
much details. 

5011. Chairman: I think Sir Hugh 

and I were both wanting to understand 
just what it is you have in mind and 
how it would work ; because so far I 
am left with a rather vague impression 
of something very complicated that 
would be a matter of individual assess- 
ment and judgment in all cases. Dr. 

McCoull : It would be no more compli- 
cated than in some other salary scales 
attached to many hospitals. There are 
various people in hospital I think who 
are paid on a points basis. I do not 
want to pursue this too much, because 
obviously I cannot give details of it, 
but there should not be too much 
complication about it. Once fixed, they 
would be fixed for all time. 

5012. You do not want a points sys- 
tem? Not necessarily. 

5013. They would be assessed by 
various factors, varying to some extent 

in different kinds of hospitals? 

According to the responsibility and the 
work done in the running of the hospital, 

and. the size. Dr. Skene: It is an 

attempt to equate the remuneration with 
the total administrative load in a par- 
ticular appointment. That is not done at 
the moment. 

5014. Sir Hugh Watson : Is this not 
somewhat comparable to the responsi- 
bility pay given to certain schoolmasters? 

Dr. McCoull : I did not even know 

that schoolmasters got a responsibility 
.payment. 

5015. It is a long time since you and 
I were at school, but I 'believe the head 
of a department, for instance the head 
of a modern languages department, gets, 
over and above his salary as a teacher of 
that language, something per annum be- 
cause he is responsible for a department 

which comprises so many staff. 

Dr. McCoull: I would say we are 
thinking along those lines. 

5016. Chairman: But the consultant 
is the head of a department as a rule. 

He is the head of a department ; 

but if you are thinking of a consultant 
at the head of his own department you 
are thinking of some different kind of 
responsibility than the responsibility 
which the medical superintendent has 
in his charge of a hospital. 



i 

Printed image digitised by the University of Southampton Library Digitisation Unit 



1076 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



5017. Just one other question ; I 
thought X saw what you were getting at ; 
vou were saying you were nine-elevenths 
clinical, and it was assumed that two- 
elevenths is administrative; but in tact 
you are doing eleven-elevenths clinical 
and administration over and above that. 

Is that so? 1 am not quite sure that 

I follow. Quite frankly, I think this 
nine-elevenths and two-elevenths does 
not count, because we are all doing more 
than nine-elevenths, and we are not 
accustomed to thinking of part-time on 
a sessional basis. The answer is, I sup- 
pose, on paper you could expect us to 
be doing nine-elevenths plus two- 
elevenths administration, but the answer 
is of course that we are doing something 
far more. — Dr. Brookes : Apart from 
that there is an increased responsibility 
in that we are not only called upon some- 
times for decisions which are purely 
clinical, but we are also called upon 
frequently for administrative decisions, 
at any time of the day and night. It is 
simply that we are standing by, so we 
are called upon to give the administra- 
tive decisions as well as the clinical 
decisions. This goes on the whole time, 
as long as we are on the premises, and 
we live on the premises. 

5018. Sir Hugh Watson: You are 

literally on call 24 hours a day? 

Yes. 

5019. Dr. McCoull, your remunera- 

tion so far has been dealt with in Whitley 
B, am I right? Dr. McCoull : Yes. 

5020. In your paragraph 14, in answer 
to our question XX, you say that there is 
general dissatisfaction with the Whitley 
Councils. Have you put forward this 
point of view from the Staff Side in 
Whitley B— the view you are expressing 

to us now? -I am quite certain we 

have expressed dissatisfaction from time 
to time with minor things, with 
individual items. 

5021. Have you put forward this point 

of view about the necessity for con- 
sultants who are also medical 
superintendents receiving additional 
remuneration qua medical superinten- 
dents? 1 will ask our secretary to 

answer that. — Mr. Milloy : We took this 
up some years ago to get the administra- 
tive salaries for medical superintendents 
clarified ; we could not agree and went 
to arbitration, and the arbitration 
tribunal gave us a much higher salary 
for the purely administrative work. — 



Dr. Brookes: That applied to men i n 
the service before the appointed day 
having been taken over. There was no 
grading then in the medical scale, so 
they were given an arbitrary scale which 
we think was grossly unfair, because 
they were being paid a salary before the 
appointed day which was higher than 
the salary received by those of us who 
have since been graded as consultants. 

5022. Sir Hugh Watson: When you 
ventilated this matter at 'Whitley B, that 
was the last time this was brought up ; 

that was some years ago? Mr. 

Milloy : Yes, that is so. I was going to 
speak about it in reference to another 
paragraph. We are concerned with the 
state of some of our members who think 
they have been unfairly treated. There 
was one appointment to a large hospital 
shortly before the appointed day ; it was 
considered to be a very super job, and 
the man who got the job was considered 
by all his colleagues in the service as 
being the best man for the job; yet 
after the appointed day he found him- 
self in a worse position than his 
colleagues. Everybody agreed in that 
hospital that he had a full-time admini- 
strative job. — Dr. Brookes : One of the 
reasons why we are worried about the 
medical administrator and the induce- 
ment to get into medical administration, 
is that it is quite obvious when the 
Health Service came in the medical 
administrator was regarded as being 
very much inferior to his clinical 
colleagues. 

5023. Regarded by whom? It is 

difficult to say— by the very fact that 
he is not paid as much as the consultant 
■ — I .regret to say by some of his own 
colleagues, .part-time consultants, who do 
not get paid as medical superintendents. 
He is a person in a .position, perhaps, 
to read the riot act occasionally to some 
of his colleagues, whereas the lay 
administrator cannot. — Dr. Skene: 
Which is no mean additional 
responsibility. 

5024. While we are on .that subject 
to what extent could the functions of 
dealing with staff, whether medical or 
lay, technical or non-technical, be dealt 
with by a person with reasonable tact 
and personality and some administrative 
knowledge and experience? -Dr. 
McCoull : You mean without medical 
qualifications? 
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5025. Supposing you have got a man, 
let us say an accountant or a solicitor, 
who was put in as a lay administrator 
of a hospital, a man who had some 
business experience. Do you think he 
could, given the personality, tact, a 
sense ’of humour, understanding, deal to 
a very considerable extent with the 
problems about which you have been 

talking to us? It sounds easy to say 

ves to that — if such a man existed, with 
all those qualities. But there is something 
in hospital life, there is something over 
and above all that that has to be done. 
Dealing with staff, yes. Is he going to 
be able to deal with staff when the 
doctors find they have not got the right 
staff or they have not got the right num- 
bers of staff. There are so many questions 
which are so difficult for doctors to get 
over. There is this component in a 
hospital which means binding everybody 
together. We reckon that we have these 
people in the hospitals who are capable 
of dealing with staff, who can obtain 
good staff relations, who can deal with 
ordering the flour, getting the coal, seeing 
that the engines run. There is this total 
overall component of looking after a 
hospital as a whole ; and frankly, I do 
not think an accountant or a business 
man or a lawyer could do it well. — Dr. 
Skene: Could I answer Sir Hugh’s ques- 
tion? I think the paragon to whom he 
refers could in fact undertake these duties 
for a considerable part of the time ; but 
when it came to a medical decision he 
would be dependent on a medical staff 
committee, or some medical adviser. 
Medical staff committees do not meet at 
midnight on a Saturday when a snap 
decision may well be required, and that is 
where we feel that there is undoubtedly 
at least the desirability of having a 
medical man undertaking these day-to- 
day responsibilities, because there is no 
saying when the duty becomes one for a 
doctor. Part of the time a competent 
colleague without medical training could, 
no doubt, undertake some part of the 
work. But who is to say when it may 
become entirely a medical question, and 
the. answer is not obtainable at short 
notice on high days and holidays. — 
Dr. Brookes : An important point 

is that the medical administrator 
has . an advantage over the lay 
administrator ; but I am not saying that 
lay administrators are bad, because I can 
number among my colleagues some lay 
administrators who are extraordinarily 



good. But the interesting thing is that 
they have developed a medical outlook, 
even to the extent of reading medical 
text-books, and have developed a work- 
ing knowledge of the doctors’ side. But 
that type of man is rare. 

5026. Chairman : Have you any other 
point you wish to raise? If you have 

other points, by all means raise them. 

Mr. Milloy : I would like to raise a point 
which was mentioned in paragraph 21, 
on behalf of a number of my colleagues. 

I did mention one case, but there are 
other cases. I think it should be con- 
sidered whether any of these people who 
have been graded as Senior Hospital 
■Medical Officers should not be graded as 
consultants. We cannot comment on the 
merits or the demerits . . . 

5027. Sir Hugh Watson : I do not 
think that is a matter we can raise here. 

Maybe, Sir, but it concerns the grad- 
ing on which remuneration is paid. 

5028. With great respect, the Chair- 
man will no doubt give a ruling on this, 

I do not think we can deal with grad- 
ings, Mr. Milloy. Dr. Brookes : I do 

not think we are concerned so much 
with the fact that these people have 
been given a clinical grading. These are 
people who are administrators and do 
mostly administrative work, very little 
clinical work ; but in order to fix a rate 
of pay they have been given a clinical 
grading. That is what we are worrying 
about. A number of our colleagues, 
about seven or so, are suffering rather 
badly as a result of this. They were 
medical administrators purely and simply 
before the appointed day. Having come 
into the Health Service, they have been 
graded as Senior Hospital Medical 
Officers, to act as medical administra- 
tors ; whereas before that they were on 
a par with those of us who were medical 
administrators. We do feel that they 
should have some consideration. 

5029. Chairman : Can I ask Dr. 

Brookes whether it is that most of you 
remained about the same in remunera- 
tion, and they were down-graded, or 
that most of you were up-graded and 

a few were left? In effect it is very 

difficult to say, because, frankly, I con- 
sider I was considerably better off with 
my salary and emoluments then than 
with the salary and emoluments that 
I am getting today. But on the whole 
we were up-graded on paper, and these 
people were left behind. — Dr. McCoull : 
There is one thing further I would like 
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to say. I do not know how far I am 
carrying my colleagues with me. In the 
evidence given to you by other people 
1 cannot help feeling that this question 
of freedom does rather come into our 
pitch — such a statement that being, a 
part-timer stops a man from feeling like 
an officer in Whitehall or Savile Row. 
I am quite certain that being whole- 
timers, being medical superintendents, 
gives us no such feeling. I do not want 
to feel that such statements are going 
unchallenged by a whole-time body of 
people. We do not feel like that, and I 
would not like any possible imputation 
by that sort of remark being tied up to 
people like ourselves. 

5030. Chairman : You consider you 
are doctors as much as anybody else? 

1 was a general practitioner doing 

the work I am doing now until 1947, ex- 
cept for the war years. I have been a 



part-time Medical Officer of Health, a 
general practitioner, and a part-time coa- 
sultant in psychiatry. I feel just as free 
now as I did before ; and repeatedly 
during the evidence that I have read 1 
have got angered that people should 
think these things of us. — Dr. Skene-. \ 
think, if I may be permitted to express 
a point of view which is not unique, 
that one would agree absolutely with Dr! 
McCoull. The whole-time medical 
superintendents have no sense of restric- 
tion whatsoever, and it may weE he due 
to the fact that there are other colleagues 
who have an option as to whether they 
are whole-time or part-time. 

5031. Chairman: Thank you. If there 
is nothing else, that concludes this ses- 
sion. Dr. McCoull: Could I thank 

you on our behalf very much indeed for 
having us here and 'being so kind and 
patient with us. 



(.The witnesses withdrew). 



Printed and published in Great Britain by 
Her Majesty’s Stationery Office 

31173) Wt. 4380— K4 9/58 D.L. S.O. Code No.73-33-20 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Royal Commission 
on Doctors’ and Dentists’ 
Remuneration 



MINUTES OF EVIDENCE 

21 

Twenty-First Day, Friday, 31st October, 1958 



WITNESSES 

Joint Consultants’ Committee 



LONDON 

HER MAJESTY’S STATIONERY OFFICE 
1959 

FOUR SHILLINGS NBT 



Printed image digitised by the University of Southampton Library Digitisation Unit 



Witnesses 



JOINT CONSULTANTS’ COMMITTEE 
T. Holmes Sellors, D.M., M.Chir., F.R.C.S. 

Sir Harold Boldero, D.M., F.R.C.P. 

J. D. S. Cameron, C.B.E., M.D., F.R.C.P.(Edin.) 

T. Rowland Hill, M.D., F.R.C.P. 

J. P. Cocker, F.D.S., R.C.S. 

D. P. Stevenson, M.R.C.S., L.R.C.P. 



Printed image digitised by the University of Southampton Library Digitisation Unit 



MINUTES OF EVIDENCE 



TAKEN BEFORE THE 

Royal Commission on 
Doctors’ and Dentists’ Remuneration 

TWENTY-FIRST DAY 

Friday, 31st October, 1958 



Present: 
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Joint Secretaries 



Explanatory Note by the Royal Commission 

The following list of topics was drawn up by the Royal Commission and issued, 
along with an invitation to submit evidence, to all representative medical 
organisations: — 

(i) The quality and quantity of recruits (a) offering themselves and (b) 
accepted for training as medical students. 

(ii) The quantity and quality of newly qualified doctors. 

(iii) Wastage of men and women during training and in the first few years 
after qualification with any remarks on incidence and causation. 

(iv) The cost and duration of training and the extent to which the cost is 
or should be met from grants (including both the adequacy of the grants 
and the proportion of students receiving them). 

(v) The position and prospects of a newly qualified doctor. 

(vi) Any trend to excessive resort to certain branches of the profession at 
the cost of others. 

(vii) The relative advantages and disadvantages, financial and otherwise, of 
service as : — 

(a) a principal in single-handed general practice, 

( b ) a partner in general practice, 

(c) a whole-time consultant in the National Health Service, 

(d) a part-time consultant with the maximum number of sessions, 

(e) a part-time consultant with only a few sessions, 

(f) a Senior Hospital Medical Officer, 

( g ) a doctor in any other sort of practice or employment. 

(viii) The difficulties encountered by members of the registrar grades. 

(ix) The difficulties of entering general practice, with special reference to the 
position and prospects, financial and otherwise, of assistants. 

(x) The importance of private consulting practice as an incentive to entering 
the consultant branch of medicine. 
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„ ,, rac tice how far they vary above and below the 

(xi) Expenses m genera 1 ar p payments, e.g. towards capital, have to be made 
Xcflrrnot^lowabirr expenses for Income Tax purposes. 

. . f nr income Tax purposes and in relation to 

(Xi0 Spenses^oT whole-time and part-time consultants in the National Health 
Oprvice 

methods of payment of any branch of the pro- 
(XiU) fes^o^e^maldistttoitihnas opposed to wrong total volume. 

t -L nresent system of calculating and distributing general 

<”> gssiyiss w . — ■ k ? 

, „„ the svstem of merit awards and the method of 

(XV) SSg therewith °any ^suggestions for an alternative system, 
toil Particulars of financial stringency suffered by any classes of doctors 
( } illustrated by personal budgets of practitioners. 

(xvii) Special considerations of which account ought to be taken in discussions 
of medical remuneration. 

(xviii) Specific proposals for medical remuneration 

(xix) The practicability of the profession establishing a fixed scale of payments 
for assistants in general practice. 

tol Proposals for specific machinery or procedures to be established for 
( ’ dealing with future discussions of medxcal remuneration. 

(xxi) Any factors other than remuneration which are affecting the contentment 
of general practitioners. 

Note- The following memorandum was not submitted by the Joint Consultants 
Committee as direct evidence to the Royal Commission. It was produced as an 
Sfmmal statement in response to the Commission's request, at an early stage o 
toeir proceed^s, for a brief explanatory note on the functions of hospital medical 
staff below the grade of consultant. 

HOSPITAL MEDICAL STAFF 

The functions, responsibilities, etc., of the grades below the consultant 
Senior Hospital Medical Officers 

1 It was realised at the outset of the Service that some men holding permanen 
hosphal poste dther whole or part-time and who were not of the. profession 
standing of consultants, would have to be embodied. These consisted of tw 
main groups- (1) medical officers of local authority hospitals and of ted 
authority health services, such as tuberculosis officers. These were atoiost en tody 
-ajhnle time officers • (21 general medical practitioners who held posts or some 
"tTffi h*p als in their districts, suchas physician or surgeon but who w« 
not of consultant quality. Such posts were not infrequent in some voluntary 
hospitals in provincial towns. 

2. To assess the professional standing of these transferred M ' “Mto over 
medical officers professional grading committees were set up under mimsteml 
authority, and, subsequently, owing to many requests, several appe s 

from those who were dissatisfied. 

3. There may, at times, be some overstatement of the S.H.M.O. case, as i 

perhaps only natural. , 

4. It has been a hope of consultants that the S.H.M.O. grade woffidtoto jd 
possibly eventually disappear. Far from this being the case it has actually 

to increase in numbers from new appointments. , 

5 An agreement was reached between the Joint Consultants 5°jj 0U ](i 

Ministry of Health soon after the N.H.S. had begun upon the principles ffiat shorn 
govern new appointments to the grade; it having been found necessary to mate 
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appointments. A copy of this agreement, which is still valid, is attached as 
11 appendix. It has prevented serious abuse in the making of appointments. 
There is no doubt that many hospital authorities would have made S.H.M.O. 

1 Dointments when they should have appointed consultants, for reasons of economy. 
It will be seen from the agreement that hospital authorities cannot appoint 
SHMOs in the main clinical fields to ease the normal clinical responsibility of 
hospital physicians, surgeons and obstetric surgeons. The agreement does not apply 
to Scotland. 

6 It was agreed that the S.H.M.O. grade should continue where offices did not 
rail for consultant skills, while being posts that should be (a) senior and (b) 
nermanent The type of post is well defined in the attached S.H.M.O. circular.* 
It will be seen that the S.H.M.O. will be appointed, for example, for refractionist 
work in an eye hospital, but not for the full range of operative ophthalmology, 
such work necessitating a consultant. With the development of the service since 
1948 it is probable that some changes should now be made in the S.H.M.O. 
reeulations ■ e.g. the post of non-operative obstetrician is no longer needed and 
there is littie use in the service for the S.H.M.O. diagnostic radiologist, who may 
well prove a menace. 

7 Constant vigilance has been necessary to prevent abuse of the S.H.M.O. 
circular and to stop the consultant service being improperly diluted. There is no 
doubt this vigilance will have to be continued in the future, against dilution from 
more than one direction. 

8 Whilst an S.H.M.O. newly appointed should not be given consultant 
responsibilities, some S.H.M.Os. who were transferred from hospital posts they 
already held in 1948 have been and are so acting. Nevertheless, this does not 
mean that they should thereby be re-graded as consultants. Consultant grading 
is a personal one, dependent upon the possession of the appropriate qualifications, 
training and ability. 

9 The claims of some S.H.M.Os. to be paid at consultant rates because they 
are at present holding posts that will be filled by consultants when they retire 
are now under examination in Whitley. The granting of any such claims will 
not carry with it re-grading as consultant, which grading it must again be 
emphasised is a purely personal one. 

10 It is most important for future efficiency of the Service that the high standards 
of qualification and efficiency of the consultant be rigorously maintained. Any 
compromise here would begiu an insidiously spreading decline in the whole Service. 
New S.H.M.O. posts will be found most often today m pathology and psychiatry 
where they provide an " alternative path to a consultant career and are often 
held by young men of the registrar type. 



lunior Hospital Medical Officer 

11 This grade was created to employ a junior type of career officer. It consists 
chiefly of those who were junior or comparatively junior hospital medical officers 
in local authority hospitals before 1948. There are no regulations beyond the 
Terms of Service for new appointments to this grade and few new appointments 
are made. All hope, and there is little doubt, that this will prove a shrinking grade 
that will eventually disappear. 



Registrars 

(a) Senior Registrars 

12. These officers, together with the Registrars, are found occupying the middle 
field of appointments between House Officers below and Consultants above. 

13. This type of officer began to appear in our teaching hospitals a little less 

than a century ago as modern medicine began rapidly to advance. 

* Ministry of Health Circular -f ( 50 ) ggj' dated 3rd October, 1950. 
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ia He is not a career grade officer, but one holding an office of limited duration 
JL constant direction, pending settling down to a permanent career either as 
^consultant himself, if he wins a post competitively, or in some other branch of 
the profession. 

1 S A Senior Registrar holds a four-year post, renewable or extendable at present 
under certain conditions. The establishment of the posts m the various specialties 
£ contested in numbers by the Ministry of Health to adjust as far as possible the 
holders of posts to anticipated vacancies. 

Ifi The Senior Registrar will almost invariably possess the higher academic 
mialifications of the consultant before he obtains his post. As a more senior grade 
ffie Registrar he will be capable of assuming under his consultant chief, 
mat Idvanctd duties. Even he should not work independently of a consultant 
Chief and is to be regarded as under final consultant training. It is probable that 
there are too many senior registrars, especially m the main clinical streams in 
non-teaching hospitals, doing too much unsupervised consultant work that consultants 
should he appointed to undertake. 

17 Much of what is said under this section applies also to the next grade— the 
strar— as owing to the rationing of Senior Registrars, a Registrar, who belongs 

to an Rationed grade, has to be appointed to carry the same sort of responsibilities, 

18 There are two aspects to the Senior Registrar: (1) his necessary place in the 
hospital staffing plan in order that the work of the hospital may be done and 
(2) his position as a young and temporary officer training for consultant rani, to 
which he wiU have to attain competitively. 

19 He is the direct and personal assistant to one or more consultants; he is 
their' right-hand man. The senior registrar will probably have been a registrar for 
at least two years previously and before that will have held several house appoint- 
ments, all these posts having been obtained in competition. He will be approaching, 
or may be more than, 30 years of age. 

70 Bv working as a consultant’s assistant he carries out essential work on behalf 
of his chief and receives advanced training by precept and example. In the cluneal 
fields he will supervise the house officers in their initial history taking and manage- 
ment of cases and will instruct them. He will take decisions when matters become 
too serious for them. Thus he will either carry out more complex procedures 
himself or report the case, if necessarily urgently, to the consultant. 

21 Depending upon his degree of skill the consultant will depute to him work 
of varying responsibility. He will deputise for the consultant for short penods- 
this is part of his training. 

22. It will be seen that Senior Registrars consist of the exceptionally able, com- 
petitively chosen, younger men and women of the medical profession. 



(b) Registrars 

23. These are the next rank beiow that of Senior Registrar. Their two-year 
posts are renewable without limit. The majority probably serve for two to ioi 
years and not more. A great deal of what has been said above of the Senior 
Registrar's grade applies also to this younger grade. It is easier for an ^omcei 
to leave the hospital service and enter, e.g. general practice, from this grade tua 
from the more senior one. With restricted numbers of Senior Registrars tn 
Registrar in many instances has had to be appointed to carry the same sort o 
responsibilities. 

24. In teaching hospitals both Senior Registrars and Registrars have an imports# 
part in the teaching of students. 

25. In all hospitals in both grades they play an essential part in the medial 
organisation of ward and out-patient work. Their duties in the special oep 
ments, such as pathology, are of similar quality. 
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(c) House Officers 

26. These junior officers, like registrars, occupy a double role. They are recently 
qualified medical men and women who are adding to their efficiency by holding 
these postgraduate posts. On the other hand, the work they do is essential to 
the hospital. 

27. They can be regarded as in the front line amongst the medical staff of a 
hospital. They are the first to see a patient upon his admission, to take the history, 
to make the first clinical examinations, to administer the first essential treatment. 
They will commonly work under the immediate supervision of a registrar, but they 
will be directly attached to a consultant chief as his “House” Officer and will 
be in frequent direct contact with him. 

28. They will be his most junior personal assistants. They carry out, under 
supervision and instruction, all the routine treatment of patients in the wards unless 
it is of a degree of skill that is beyond them, and carry much responsibility for 
the admission of cases. 

29. To increase the efficiency of all doctors it is now compulsory for every 
qualified man to perform one year of House appointments before he can be 
registered and there can be no doubt as to the wisdom of this regulation. Two 
six-months posts have to be held before registration in either Medicine, Surgery 
or Obstetrics. A third post after registration will receive higher pay. There is then 
available the post of Senior House Officer, of one year’s duration, the duties 
beginning to approach those of a Registrar. 
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introduction 

1 The Joint Consultants Committee was established in 1948 by agreement 
between the Royal Colleges, the Scottish Royal Medical Corporations, and the 
British Medical Association. 

2. The Committee consists of 17 persons appointed as follows : 

3 by the Royal College of Physicians of England 
3 by the Royal College of Surgeons of London 
2 by the Royal College of Obstetricians and Gynaecologists 
1 by the Royal College of Physicians of Edinburgh 
1 by the Royal College of Surgeons of Edinburgh 
1 by the Royal Faculty of Physicians and Surgeons of Glasgow 
6 by the Central Consultants and Specialists Committee of the British Medical 
Association. 

3 From its inception the Committee has worked in close association with the 
representatives of hospital dental staff, who have the same terms and conditions 
of service as hospital medical staff. An observer appointed by the British Dental 
Association has attended its meetings. Recently the Committee has taken steps to 
improve this liaison by inviting the British Dental Association to appoint two 
representatives as full members of the Committee. 

4. The terms of reference of the Committee are : 

“ To negotiate in respect of England and Wales with the Ministry of Health, 
in respect of Great Britain with the Ministry of Health jointly with the Depart- 
ment of Health for Scotland, and in respect of Scotland through the Joint 
Consultants Committee (Scotland) with the Department of Health for Scotland, 
on all matters concerning consultants and hospital practice other than those 
within the scope of Committee B of the Medical Whitley Council. 

5 Since 1948 the Committee has been in close touch with the Ministry, bringing 
to its notice problems referred to the Committee by its constituent bodies or by 
other medical organizations; and the Ministry has often invited the Committees 
advice on the planning and development of the hospital service. 

6 Matters relating to the terms and conditions of service of hospital medical 
staff are outside the remit of the Joint Committee and are dealt with by Com- 
mittee B of the Medical Whitley Council, the Staff Side of which is appointed 
bv the Joint Committee. In view of the close relationship which often exists between 
matters of policy or principle and terms and conditions of service, the Joint 
Committee has found it desirable to appoint its own members as the Staff Side 
of Committee B. Thus the members of the Joint Committee have an intimate 
knowledge both of the terms and conditions of service of hospital medical staff 
and of the many hospital problems with which the National Health Service has 
been confronted since its inception. 

7 In preparing the following statement the Committee has tried to answer the 
questions posed by the Royal Commission in its notes for the guidance of bodies 
invited to give evidence, so far as it is within its competence to do so. 



THE YOUNG DOCTOR AND HIS CHOICE OF CAREER 

8. Upon qualification the young doctor has to serve for twelve months in 
approved hospital resident appointments before becoming eligible for full registra- 
tion, which entitles him to practise his profession independently. Immediately alter 
this probationary period the male doctor normally undertakes at the present time 
two years of national service, and he is thus about 27 years of age before he c 
take any decisive step in relation to his professional career. 

9. The main fields open to him are (1) general practice ; (2) hospital practice; 
(3) university teaching ; (4) research ; (5) Government or local authority employ- 
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meat ; (6) the Armed Forces ; (7) the Oversea Civil Service ; (8) industrial medicine ; 
( 9 ) emigration. The majority choose either general or hospital practice. 

10. It is possible to be engaged in more than one of these fields — for example, 
in hospital practice and teaching or research ; but it is more difiicult to-day than 
in former years for a doctor to undertake both general practice and hospital work. 

11. The young doctor will usually begin his professional life with a decided 
preference for a particular branch of medicine, though he may change his plans as 
practical experience modifies his initial preference, or through force of circum- 
stances. In general, under present conditions, the longer he delays his final choice, 
the poorer become his prospects. 

12. A career in the hospital service entails a long period of training at com- 
paratively low rates of remuneration. The prospective consultant must try to 
acquire higher professional qualifications, in the examinations for which only a 
small proportion of the candidates are ultimately successful. He must then face 
keen competition for appointments in the most desired branches of hospital work 
(medicine, surgery, and obstetrics), though the less-favoured specialties are more 
readily entered. Moreover, unlike the general practitioner he is compelled to retire 
at age 65, so that even if his pensionable income is higher his total earning career 
may be substantially shorter than that of the general practitioner. For the doctor 
who fails to obtain a consultant post a career in the hospital service carries a 
lower professional status, with remuneration below that of the average general 
practitioner ; and the longer he remains in hospital practice the more difficult it 
becomes to transfer to any other form of practice. 

13. A career in general practice involves no long period of postgraduate training 
in hospital, and no higher academic qualifications are necessary for entrance or 
advancement. The usual method of entry into general practice is by an assistantship 
with an established practitioner, but many doctors experience considerable difficulty 
in proceeding beyond this stage and becoming established as principals. Initially 
the income of a doctor in general practice may be higher than he would receive 
in the hospital service at the same age, but prospects of advancement are limited 
and the ultimate income is usually lower than that of the successful consultant. 

14. University teaching and research appointments carry a high professional status 
and provide many advantages not enjoyed in the National Health Service, but the 
salary levels are lower than those of corresponding hospital appointments. Few 
graduates have Public Health, Regional Hospital Board, Government, or other 
administrative appointments as their primary aim immediately after registration. 
Many of the entrants have served previously in, for example, the Army or the 
Overseas Civil Service. Others have deviated, impatient and exasperated by hospital 
practice, or because they are unable to wait longer for a consultant appointment 
or an opening in general practice. With a few exceptions, these appointments offer 
lower remuneration than hospital practice. Industrial medicine now offers com- 
paratively few openings. After the war many new appointments were made and 
so there is a high incidence of holders of such posts in low age groups, with few 
prospective vacancies for many years, and few new appointments being made. So 
low is the demand that the University of Edinburgh no longer provides a course 
or a diploma in Industrial Medicine. 



POSTGRADUATE STUDY 

15. The doctor who aspires to a career in the hospital service, with a consultant 
appointment as his objective, must be prepared for a long apprenticeship. Apart 
from the regular study required to increase his knowledge and experience, special 
consideration has to be given to the acquisition of higher qualifications. Every 
f consultant must hold a higher qualification of one of the Royal Colleges and/or 
Universities. No appointment is made in the major specialties unless this condition 
has been fulfilled, and in almost every case it is an essential before appointment to 
the post of senior registrar. Many registrars also hold higher qualifications. 

31545 A 4 
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16. In general medicine the Membership of a Royal College of Physicians is 
the recognized qualification, in surgery the Fellowship of a Royal College of 
Surgeons, or alternatively a University Doctorate in Medicine or Mastership in 
Surgery, or the Fellowship of the Royal Faculty of Physicians and Surgeons of 
Glasgow. In obstetrics the Membership of the Royal College of Obstetricians and 
Gynaecologists is required, and in addition most consultants possess the Fellowship 
of a Royal College of Surgeons. In some specialties a diploma of the appropriate 
Faculty is required ; for example, the Fellowship of the Faculty of Anaesthetists or 
of the Faculty of Radiology. These must he held in addition to specialist diplomas 
such as a Diploma in Anaesthetics or in Radiology. In general, no consultant 
appointment is made unless the applicant holds one or more higher qualifications 
in his specialty. 

17. The examinations for these higher qualifications, though not competitive, are 
of a high standard and in general medicine and surgery the pass rate is less than 
one-third. In surgery the candidates for the F.R.C.S. have to pass a primary as 
well as a final examination. 

18. It is difficult for a man to obtain higher qualifications while working in 
hospital. A separate period of study, during which no money is earned, is often 
required This includes not only intensive reading, but also a large measure of 
practical and clinical work ; and organized courses for the entrants to these examina- 
Sons are expensive. For instance, apart from the time consumed, the approximate 
cost to a man who passes the primary and final F.R.C.S. examinations at the first 
attempt (and this is unusual) is about £140 for courses and £20 for the examination 
entrance fees. Because of the short tenure of junior hospital appointments, leave 
of absence except for a few days is not granted, and a man aiming at higher 
qualifications has to be prepared to support himself until he has passed the 
examinations and can compete for a registrar or senior registrar post. 

19. It is not in the interest of anyone in the registrar or senior registrar grades to 
be too strictly confined to his own unit or hospital. To widen his experience he 
should have opportunities to study work elsewhere. He should thus be encouraged 
to visit other units, to take part in discussions at meetings, and to undertake original 
work or studv. The rotation of senior registrars between central and peripheral 
hospitals is an important step in the training and in the dissemination of knowledge 
between one hospital and another. This may lead to disruption of family life and a 
number of difficulties encountered in moving, and hospital authorities should 
endeavour to minimize these problems to a far greater extent than at present by 
removal grants and the provision of married quarters. 

20. Postgraduate study does not cease when consultant rank is reached. Continued 
reading of current literature and attendance at meetings are essential. It is at pro- 
fessional meetings that contacts are established and experiences exchanged ; indeed, 
the discussions between individuals are sometimes more valuable than the subject- 
matter of the formal papers. Every consultant should be encouraged to take some 
part in the meetings of his specialist body, and it is a justified grievance of whole- 
time consultants that they are refused income-tax relief for subscriptions to these 
organizations and to the scientific publications. 

21 . Every hospital should maintain an adequate library or source of reference for 
its staff. This particularly applies to provincial or peripheral hospitals where the statt 
do not have ready access to medical libraries. At present the grants made to Hospita 
Management Committees by Regional Hospital Boards for this purpose are in- 
adequate and the libraries of few hospitals are satisfactory. The majority of meuicai 
periodicals and books essential for the maintenance of professional standards have 
to be purchased by the individual. 

22. Study leave is provided for in the Terms and Conditions of Service of hospital 
medical staff, but the present arrangements work very unevenly as between ditterent 
hospital authorities. The main purpose of study leave is to facilitate attendance a 
special courses or meetings and the visitation of other hospitals in this country or 
abroad so that the staff may keep their knowledge and experience up to date. Study 
leave may be granted (1) with pay and with expenses ; (2) with pay and without 
expenses ; (3) without pay and without expenses. Hospital Boards have adopted 
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differing policies in dealing with applications for study leave and in a number of 
instances have been unsympathetic. 

23 At the commencement of the Service the Ministry placed a limitation upon the 
total amount which Boards might (within their approved budgets) grant annually as 
expenses in connexion with study leave. Thus the Oxford and Cambridge Boards were 
allowed to expend up to £1,200 annually ; the Newcastle, Leeds, Sheffield, Liverpool, 
South-Western, and Welsh Boards up to £1,600 ; and the Metropolitan, Manchester, 
and Birmingham Boards up to £2,000. In the case of the Boards of Governors of 
teaching hospitals the maximum to be allocated as expenses varied between £800 
and £1,200. In 1954 the Ministry abolished these limits, at the same time indicating 
that it did not expect that they would normally be exceeded. The Joint Committee 
has no doubt that the maximum sums to be used as study leave expenses were far 
from generous even in 1948. The indications are that the total amount actually 
ranted as expenses is well below the maximum originally allowed by the Ministry, 
and this is understandable in view of the many competing claims on the limited 
finances of Hospital Boards. In the opinion of the Committee a specific allocation 
should be made for this purpose. 

24 During the past year the Central Consultants and Specialists Committee has 
made a detailed examination of the study-leave arrangements, and its comments and 
recommendations, which are endorsed by the Joint Committee, are set out as an 
appendix to this memorandum. 



DIFFICULTIES ENCOUNTERED BY MEMBERS OF THE 
REGISTRAR GRADES 

25. In the early years of the Service there was an excessive trend to hospital 
practice induced by a high intake of ex-Service “ trainees ” and by the anticipated 
expansion of the consultant service. The number of consultants in the less well- 
developed specialties has in fact increased, but there has been no great increase in 
consultant appointments in the main clinical branches, so that the junior grades in 
these branches have increased out of proportion to potential consultant vacancies. 
The excessive recruitment has now led to a falling off in the number of entrants to the 
hospital service. A higher proportion of those who might have become consultants 
in the future are now accepting appointments overseas or are being forced into other 
spheres of medical practice which initially they would not have chosen. Some of 
those who remain in the hospital service are transferring to other specialties, probably 
less attractive to them but offering better prospects of advancement. While this may 
not amount to an excessive resort to one branch of medicine at the expense of 
another, it means that the less-favoured specialties are absorbing those who would 
have been an acquisition to the main clinical branches. 

26. The greatest difficulty facing doctors in the registrar grades at present is that of 
advancement to a settled and satisfactory career in the hospital service, or, failing 
that, in some other branch of medicine. 

27. Many registrars and senior registrars are married, often with young children. 
For at least six years, and often much longer, they have to subsist on a salary which 
in many cases is insufficient, and their financial difficulty, coupled with their lack 
of security, causes grave anxiety. Many registrars and senior registrars are required 
to be resident in the hospital and, as most hospitals cannot offer married quarters, 
have to maintain a home as well as paying for hospital board and lodging. An 
increase in the salaries of these two grades is urgently needed. 

28. Attention needs to be given also to the career prospects in these grades. Senior 
registrars are too numerous, in relation to the number of consultants, to have reason- 
able prospects of a consultant career, particularly in general medicine, general 
surgery, and obstetrics and gynaecology. In many branches there is a need for more 

f consultant posts, especially in the non-teaching hospitals, and for a more efficient 
planning of the consultant service. This would result in a proportionate reduction 
in the number of senior registrars, particularly where they are undertaking duties 
which should be performed by consultants. 
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09 Steps should be taken also to facilitate the entry of hospital junior medical staff, 
including registrars, into general practice. Before the introduction of the Service it 
was considered a worthwhile preparation for the young doctor who intended to enter 
leneral practice to spend a few years in hospital appointments. Indeed doctors 
with such experience were regarded with favour by established general practitioners 
Teeking partners or assistants This was partly a result of the greater opportunities 
which existed before 1948 for general practitioners to become part-time specialists 
TiS the consequent attractions to a principal of a young assistant or partner who was 
likely because* of his qualifications and experience to enhance the standing of the 
practice by obtaining a hospital appointment. 

30 Since the introduction of the National Health Service, however, there has been 

. ■ fnr the nrnsoective general practitioner to extend his hospital experience 

bevond^he co^pulOTry^pre-re^stration' period. On the contrary, the difficulties 
beyond tneco ip y f j practice tend to encourage the young doctor 

““end as t t” pSsMe in the hospital service This affects adversely the 
recruitment of hospital junior staff. In many hospitals it is proving extremely 
difficult to obtain sufficient junior staff. 

31 Clearly the quality of general practice would be enhanced by the entry of 

doctors with a wide basic training in hospital work, and the termination of national 
i^ke wm provide an opportunity for young doctors to spend a longer period in 
service wm proviu ff f u th at they are delaying too long the start of 

hospttal ^ appointments ^ without reeung ^ ^ y ntcessaT ^ howeV er, to increase the 

Slarv U o™post-regisUation appointments if doctors are to be attracted to hospital 
^eato use in hospitals of the part-time services of suitably qualified and 
^rienced leneral practitioners would also act as an inducement to the y 0 ^g 
doctor to extend his hospital training at the beginning of his professional life. The 
doctor to extend ms P , that the presen t methods of recruitment to general 

EMIGRATION 

have so developed that medical men from this country face ^L^ e ^ 0 ^s e ^ *£ 
in settling in them. Despite the changed circumstances a number of doctors, olt 
among the most promising, frustrated in their attempts to obtain consultant appomt- 
ments in the United Kingdom or dissatisfied with conditions of service at home, 
have emiarated since the introduction of the N.H.S. 

33. What is more alarming is the high proportion of medical stuff lents who are 
attracted bv the prospects overseas in comparison with those available in this countty 
A survey of student opinion conducted in the University of Edinburgh early m 1957 
showed that only 36-5 per cent, of the medical students expressed a preference for 
work in Great Britain; 31 per cent, considered work overseas desirable and 
approximately one-third were so undecided about their future prospects that in y 
were unable to express an opinion. 

34 The fact that so manv members of the profession are driven to emigrate riffiects 
dissatisfaction with the present conditions of medical practice m the United rung- 
dom. When this dissatisfaction spreads — as. it is spreading — to students still 
training for the medical profession, it bodes ill for future recruitment. 



the relative advantages and disadvantages of different 
FORMS OF SERVICE 

35. For the most part all junior grades of hospital medical staff are employed 
on a whole-time basis, the exception usually being where the practitioner is ' 
taneously engaged in general practice, or in research. Employment in the nospi 
service as a consultant or S.H.M.O., however, may be on a whole-time or part-urn 
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basis, and the majority of consultants and. many S.H.M.O.s are engaged on a part- 
time 5 basis, devoting the remainder of their time to private practice. 

The Whole-time Consultant 

36. The whole-time consultant receives the salary of the grade as laid down in 
the Terms and Conditions of Service, and certain additional payments agreed as a 
result of past negotiations between the profession and the Ministry of Health, or 
in Committee B of the Medical Whitley Council. He enjoys certain financial 
advantages in that he avoids the heavy overhead expenses of consultant private 
practice and the higher cost of living that is often unavoidable for a part-time con- 
sultant. He is somewhat better off than his predecessor in the local authority hos- 
pital service in that he is permitted to receive certain fees for professional services 
not regarded as coming within the scope of the National Health Service Act. These 
will be found listed in paragraph 14 of the Terms and Conditions of Service for 
Hospital Medical Staff. After performing eight free domiciliary consultations per 
quarter, the whole-time consultant is paid for any additional consultations up to 
an annual maximum of 800 guineas. He also enjoys the advantage of a compara- 
tively regular professional existence, free from the unpredictable stresses of private 
practice. 

37. His main financial disadvantages appear to be two in number. First, he 
is not paid — as an addition to his salary — the expenses “ necessarily and reasonably 
incurred” in the course of his work, as listed in paragraph 16 of the Spens Report 
on the Remuneration of Consultants. Negotiations on this matter have been 
fruitless, and in the view of the Joint Committee the Spens Report has never been 
implemented in this respect. Secondly, he is not given by the Inland Revenue 
adequate and just allowances for the professional expenses inevitable in the holding 
of his appointment. Possibly the most important of these is an allowance for car 
expenses, including depreciation in car value. It is wholly unreasonable to say 
that a car is anything but an absolute necessity to a whole-time consultant. 

38. The great disadvantage of the whole-time consultant’s position is that he lacks 
the sense of professional independence that is felt by a consultant not wholly depend- 
ent upon his salaried appointment. 

The Consultant with a Maximum Part-time Contract 

39. This type of consultant is probably the most numerous within the Service. His 
financial advantages are, in the main, twofold. He is free to practise privately out- 
side the hours that he gives to his hospital work. The volume of private consulting 
practice has undoubtedly shrunk greatly since the introduction of the Service, but 
varies much between specialty and specialty, between one part of the country and 
another, and between one consultant and other. Broadly speaking it is undoubtedly 
true of the maximum part-time consultant that he is mainly dependent upon his 
hospital salary. He enjoys, however, a measure of professional independence. 
His second financial advantage is that, certainly up to the present time, he has been 
more justly treated by the Inland Revenue in connexion with the allowance of 
professional expenses than has his whole-time colleague. There has been a recent 
adverse change in this regard with the transfer to Schdule E of many part-time 
consultants as far as their hospital salaries are concerned. 

40. The part-time consultant suffers in the same way as his whole-time colleague 
from the failure of the authorities to make payments additional to his hospital salary 
for professional expenses that he necessarily and reasonably incurs.. He enjoys the 
additional payments under paragraph 14 of the Terms and Conditions of Service 
and payment for all domiciliary consultations up to the agreed maximum of 800 
guineas per annum. 

41. The advantages, both financial and non-financial, of the maximum part-time 
consultant are such that the great majority of consultants — over 70 per cent, prefer 
this status. 
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The Part-time Consultant with Only a Few Sessions 

42 Unless a consultant is willing and able to work continuously exceptionally 
long hours there is necessarily a limit to the amount of private practice he can under- 
take if he is engaged on a maximum part-time basis m the Service. Some of the 
part-time consultants with only a few sessions are senior men who are well-estab- 
lished and successful in private practice and wish to devote most of their time to this. 
These consultants are comparatively few m number and are confined to the densely 
populated areas. It is probably a great advantage to medicine and to the public 
well-being that there should be this variation between consultants m the amount 
of time they apportion to their private work. It is desirable that there should 
remain a certain number of consultants who are primarily independent professional 
men living by private practice. These consultants have the whole of their incomes 
assessed under Schedule D, and it is to be hoped that the courts will uphold the 
Special Commissioners’ decision that all part-time consultants should be so treated. 

*43 Another group of part-time consultants with only a few sessions consists of 
young recently appointed men who have failed to obtain a greater number of con- 
shltant sessions. This group presents a real problem because, as they have little 
or no private practice, their hospital income is insufficient to maintain them. Hos- 
pital Boards find it increasingly difficult to fill vacancies with fewer than eight ses- 
sions and many Boards strive to advertise a new post or posts with sufficient 
sessions to provide an adequate livelihood. One method of dealing with this problem 
would be to pay a rate of remuneration higher than the normal rate as permitted under 
paragraph 5 (e) of the Terms and Conditions of Service, this being one of the pur- 
poses for which the provision was made by the Ministry. 

The Senior Hospital Medical Officer 

44 Where the holder of one of these posts has undertaken a full consultant 
training and has acquired the higher professional qualifications of the consultant, he 
usually and with justification, feels himself underpaid if he finds himself m an 
SHMO. post doing work of consultant quality and responsibility. The Royal 
Commission has already been informed of a recent decision of Committee B o the 
Medical Whitley Council to review certain S.H.M.O. posts m which the holders 
are considered to be doing consultant work, in order to decide whether they should be 
paid at consultant rates. 

45 The SH.M.O. enjoys the same security of tenure in his appointment as the 
consultant. The remuneration received suffers, as in the case of consultants, m that 
it has had in recent years inadequate adjustment to the cost of living. The 
increases ffaJed to hospital staff were maximum in their benefit to the young 
consffitant^without a merit award. The S.H.M.O. did not benefit proportionately 
and there is throughout the grade great dissatisfaction regarding states 

and remuneration. It would be to the benefit of the Service if the S.H.M. . 
grade were to be treated as a declining one. 



COMPARATIVE TREATMENT OF WHOLE-TOM i AND P. ART-TIME 
CONSULTANTS FOR INCOME-TAX PURPOSES 

46. Reference has been made to the distinction in the matter of income-tax assess- 

ment as between whole-time and part-time consultants, and this merits tenner 
explanation. , , 

47. Consultants employed on a whole-time basis in the Service are jessed tor 
income-tax purposes under Schedule E. Relief from tax m respect of expen so, 
under this Schedule, is governed by the rule that if the taxpayer is 
obliged to incur and defray out of the emoluments of the employment the ex«M 
of travelling, or otherwise to expend money wholly, exclusively, and necessatey 
in the performance of his duties, such expenses may be deducted from the taxao 
emoluments, but not otherwise. This rule is extremely restrictive and m prance 
means that the taxpayer is unlikely to succeed in claiming any expense which ne 
not required to incur and defray out of his remuneration as a condition ox nis 
employment. Moreover, where, in the case of car expenses, for example, rates oi 
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mileage allowance or negotiated in the Whitley Council, no tax relief is allowed 
even though the doctor may be able to demonstrate that his expenses are greater 
than the allowance paid by his hospital board. 

48. The expense of maintaining a telephone, subscriptions to learned societies, 
the cost of textbooks and periodicals, and the expense of attending professional 
meetings are not normally allowed to rank for tax relief in the case of a whole- 
time consultant assessed under Schedule E. 

49. The Royal Commission on Taxation of Profits and Incomes commented in 
its Report on the position of professional persons in salaried employment, and 
recommended that the Schedule E rule should be amended in order to permit relief 
from tax in respect of expenses “ reasonably incurred for the appropriate perform- 
ance of the duties of the employment.” If this recommendation was adopted by 
the Government it would go a long way towards meeting the present grievances, 
of whole-time consultants in this matter. 

50. Private consulting practice income is assessed under Schedule D, and the 
relevant rule governing expenses provides that no sum shall be deducted in respect 
of any expense not being money wholly and exclusively expended for the purpose 
of the profession. In practice the rule means that the rent, rates, and upkeep of 
professional premises, the wages of secretaries and receptionists, car and telephone 
expenses, subscriptions to professional bodies, and purchase of textbooks are all 
allowed. When the expenditure appears to confer some benefit on the taxpayer, 
however, objection is sometimes raised. For example, the cost of attending confer- 
ences or visiting hospitals, particularly those in other countries, is often disputed 
by the tax inspector for this reason. 

51. At first sight it would appear that the part-time consultant is more favourably 
treated than his whole-time colleague in that for certain professional expenses which 
are common to both he alone can obtain tax relief. While this may have been 
true in the past, the position is somewhat different to-day. In recent years the 
Revenue authorities have tended to assess under Schedule E the hospital income 
of part-time consultants where this represents the major part of the professional 
income. One result of this is that tax inspectors are making a more searching 
examination of the expenses of private consulting practice, and often will not 
allow the full amount of expenses which , they contend are not exclusive to the 
private practice. In some cases expenditure which the part-time consultant (but 
not the whole-time consultant) incurs (such as the salary of a secretary) is whittled 
down by the tax inspector on the ground that some of the work of the secretary 
is related to the National Health Service. This may well be true, because the 
part-time consultant may have to use his own secretary for some of his hospital 
work, and he is contacted at home and at his consulting-room in respect of public 
patients. But if the expense is not allowed in full because of this, he is in fact 
subsidizing the Health Service. 

52. There is, of course, another approach to the question of expenses which, in 
the case of whole-time salaried employment particularly, would appear to be more 
appropriate than tax relief ; that is, the payment of the expenses by the employing 
authority. 

53. The Consultant Spens Committee stated that it presumed that the Inland 
Revenue Authorities would be prepared to consider favourably as legitimate allow- 
ances for income-tax purposes any items of expense which had been approved by 
a public hospital authority. This presumption has not been justified. The Spens 
Committee, however, also recommended that all specialists engaged either whole- 
time or part-time in the Service should be paid, in addition to their remuneration, 
any sums representing expenses necessarily and reasonably incurred in the course 
of their work. In the view of the Joint Consultants Committee this recommenda- 
tion has never been satisfactorily implemented. 
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THE INCENTIVES OF PRIVATE CONSULTING PRACTICE 

, , the importance of private consulting practice it is 

54. In order to “ n ^ s ‘“ d duTin „“he present century. The kind o£ doctor who 
necessary to trace its history f s The product of a number of factors. At the 
does nothing but did k not exist outside London and a few very large 

beginning of the ce " tu ^ his wor fc differed from what it is now. A provin- 

provincial towns and even^th inhabitants could not support consultants who 

cial town of 100.00U or , work was therefore done by a few senior 

did nothing else The local itj | ners wbo comprised the staff of the local 

or specially qualified gener P ^ . u derived from charitable institutions, 

hospital. supplemented by independent dis- 

was unpaid Its exp erienced general practitioners. The general practi- 

pensanes, also staffed _ by P naturally could not give as much time to 

tioner consultant physician o practitioners who did no consulting work, but 

rsrsa» « «. ^ 

s. h.« i. V» »■«,» ffiKtrts sss £ 

not exist. Consultants who staff, 5d “^‘“^ing-room in the City where they 
their provincial coHeagi , in tbe su burbs and worked in London, and 

W here C to Sfo Zcted ; “ co^ultants to the insurance companies, as many still do. 
where they _ complex and speciahzed, areas like Harley Street 

56. As medicine became ° t res where specialists were in easy reach of each 

grew up m London “d the lar = ho ’ itals . Until the first world war, however, 

other, and of nursing-homes a P elementary. The enormous expansion of 

ancillary diagnostic ; aids were f d d States then here, tended to bring the 
SS 'consSfing^om into or near his hospital, since many diagnostic and 
therapeutic methods are available only there. 

„ , .... , Tj„oitb Service has aimed at making a consultant 

; ile Si a"iHbt\tou"1he country, and the general practitioner consultant 
has virtually disappeared. . . . 

58. It may perhaps be 

it. That is far from the 

Many consultants feel ■ ^^-^Xfupon 
which would make consultaiits s Y P . . natient to dangers of an excessive 

ation, would expose Medicine and P atl “ b , ° detected in the Health 

State control, of which symptoms “ which whole-time practice plays 

Service. While recognizing importaM P^t ^“JXaintenanL of private 

con^ti^^ractfce^s^in^the^lnterest ^>f £*& 

endangered if private practice were to 

^Tlhe work of the average out-patient hospital cUnio is such as^ limit 
strictly the amount of time that the consultant bg twenty or more new 

an ordinary medical or surgical clinic there w consultant 

patients and at least as many old ones. These have tobeseen ^ ofte r. 
with help which may vary from a senior regu strar < jr re® steal ^ patients 

Under the Health Service these numbers are „lV h os„itaS but having been told 
who have already been fully investigated at other hospitals but na 8 
that nothing more can be done for them seek a second or ^erhaps^tm^ ^ 

To reduce the numbers attending would be to “ ( here f 0 re, few 

delay before the patient could be seen. In present circu t ^ ^ ^ patient 

consultants can devote as much time as they v °P ld ™ ti * gre ater leisure, 
at hospital. Private practice makes it possible to see patients at g 
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and hospital patients benefit indirectly from the experience in history-taking and 
examination gained in private practice. Moreover, there are many patients whose 
orofessional and business responsibilities involve devoting much time to advising 
them on many points of detail, which is quite impracticable in hospital practice, 
and what has been said about consultations in a consulting-room applies equally to 
the management of a case in a nursing-home or a private bed in a hospital. 

61. The short historical review will have shown that during the present century 
the work of consultants has become progressively more highly specialized in its. 
scope. There is a strong feeling among consultants that private consulting practice 
retains a breadth of human contact sometimes embracing several members, and 
sometimes several generations, of the same family, which, together with a more 
intimate knowledge of their personal affairs, makes a human contribution to consult- 
ing work which in fact has developed little, if at all, in hospital practice, and which, 
many would maintain can never develop in the same way in a State-provided, 
service. 

62. The increasing complexity of modern diagnotic methods and the expense 
of the apparatus, together with the need for skilled assistants to carry out investi- 
gations, have made it impossible for any but the largest nursing-homes to provide 
facilities comparable with those of a hospital. Hence the increasing use made 
by consultants of hospital private beds. The Health Service Regulations dealing 
with private beds provide that where the costs of the private block cannot be 
separately calculated the charge for admission to a private bed shall be determined 
by estimating the average daily cost per in-patient and adding 15 per cent, for 
a private bed in a single room, 10 per cent, in a double-bedded room, and 5 per 
cent, in a multiple-bedded room. This procedure operates unfairly in several 
ways. For example, although the consultant’s professional fees are controlled by 
regulation, the hospital bed charges reflect changes in the cost of living. Moreover, 
the bed charges are not necessarily related to the quality of the accommodation 
and service provided. For instance, if a hospital has to pay heavy damages as a 
result of losing an action for negligence, this puts up the charge for the private 
beds. A patient who occupies a private bed frees a bed in the public ward for 
another patient. Besides, he has already paid by means of contributions and 
through taxation for the use of a bed, if necessary, in that hospital. It seems 
unfair that because the bed occupied is in the private block an additional charge 
of 115 per cent.,, which is out of all proportion to the additional cost of running 
a private bed as compared with a public bed, should be levied upon the patient. 
The result is that the cost of a private bed is in few instances less than 20 guineas, 
and is sometimes as high as 40 guineas a week in some special hospitals. The 
popular demand for private beds is reflected in the surprisingly rapid expansion of 
provident schemes since the introduction of the Health Service, but these schemes 
are handicapped by the fact that, to provide full cover by meeting the exorbitant 
charges, they have to charge a premium which is beyond _ the means of many 
who would otherwise gladly avail themselves of this service. The Committee 
suggests that the fair and reasonable way to cover the cost of private hospital 
beds is to assess what it costs to run them over and above the cost of a public 
bed which the patient would otherwise occupy. It would simplify matters if a 
flat rate were charged for comparable accommodation throughout the country. The 
effect would be to enable an increasing number of people to obtain the private 
bed accommodation they desire, under the consultant of their choice, to encourage 
private practice, and to make a financial contribution to the running of the Health 
Service. 

63. The possibility of adding to his income by private practice provides an 
important incentive to the consultant. The value of such incentives is already 
recognized in the Health Service in the system of merit awards. No one will deny 
that many whole-time consultants to whom whole-time work particularly appeals 
do their best work without the incentive of private practice. But all men are not 
alike and there are those to whom the rewards of private practice are a direct 
encouragement to do, and continue to do, the best work of which they are capable^ 
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64. To sum up, then, the Committee would urge that private consulting practice 
makes a distinctive contribution to medicine which indirectly benefits the Health 
Service and is a means of attracting to medicine some ot the most successful 
practitioners who, without opportunities for private practice, might well decide to 
seek their fortunes elsewhere. 



DOMICILIARY CONSULTATION FEES 

65 The Minister has an obligation under the N.H.S. Act to provide the services 
of specialists in the patient’s home where necessary on medical grounds. Because 
the need for such domiciliary consultation or treatment would not be uniformly 
distributed as between different specialties, and because of the very considerable 
additional burden which such work might involve, the Spens Committee recom- 
mended that additional remuneration should accrue in respect ot domiciliary work. 

66 The Ministry adopted this recommendation of the Spens Committee, and 
the Terms and Conditions of Service introduced in 1949 included provision for the 
payment of the following fees : 

Fee for consultation, 4 guineas with an additional fee of (1) 2 guineas where 
anv operative procedure other than obstetric is undertaken or where the officer 
usfs his own electrocardiograph or portable X-ray apparatus ; (2) 4 guineas 
for an obstetric operation ; the additional fee of 2 guineas or 4 guineas to be 
payable once only in respect of each patient for the current illness. 

An additional fee of 1 guinea is also payable for a journey to a place over 
oq" and up to 40 road miles distant, 2 guineas for a journey to a place over 40 
and up to 60 road miles distant, and so on with an additional guinea for every 
20 mile& 

The maximum remuneration (excluding travelling and subsistence allowances, 
additional mileage payments, and fees for the use of the consultant s own 
apparatus) is fixed at 200 guineas in any quarter or 800 guineas in any year, 
at the consultant’s choice. 

67. Subsequently it was agreed that where a consultant called in for a domiciliary 
consultation saw more than one patient on the same occasion and in the same 
residence, the consultation fee should be 4 guineas for the first case, and 2 guineas 
for each subsequent case, up to a maximum of 10 guineas. 

68. In November, 1955, it was agreed in Committee B of the Medical Whitley 
Council that whole-time consultants should be entitled to domiciliary consultation 
fees for all visits after the first eight in any one quarter. 

69 The foregoing fees have never been adjusted to take account of the fall in 
the value of money, and the Committee recommends that they should now be 
increased by 60 per cent., with a corresponding increase in the yearly maximum 
remuneration. 

70. The Committee is also strongly of the opinion that the obligation of the 
whole-time consultant to perform eight domiciliary consultations per quarter without 
payment is unfair, and should be abolished. When the service was introduced 
Hospital Boards were advised by the Ministry that where whole-time consultants 
were required to undertake domiciliary consultations their duties should be so 
adjusted that this would throw no extra burden upon them. In practice the 
Committee understands that it has been impossible to make such an adjustment 
of duties, and the whole-time consultant who carries out domiciliary consultations 
does so as an addition to his normal duties. 

SPECIAL DISTINCTION AWARDS 

71. The Consultant Spens Committee expressed the view that specialists of the 
highest eminence should be able, in the public service, to aspire to a remuneration 
of the order of £5,000 (in terms of the 1939 value of money). It recommended, 
however, that above a certain level remuneration should be determined on the 
basis of personal merit, and with this objective it proposed a basic salary range, 
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together with a system of ‘ special distinction awards.” The intention of the Spens 
Committee was that 4 per cent, of all consultants should receive the highest award 
of £2,500 a year, a further 10 per cent, the next award of £1,500, and a further 
20 per cent, the lowest award of £500 in addition to their basic salary. 

72. The Minister adopted this proposal of the Spens Committee and since the 
beginning of the Service it is believed that special distinction awards have been 
made to the extent recommended. In other words, approximately one-third of 
consultants receive a total remuneration in excess of the basic salary scale. 

73 . The awards have been made, as recommended, on the advice of a pre- 
dominantly professional advisory committee, which obtains its information regarding 
the merits of individual consultants in a variety of ways. Its Chairman and Vice- 
Chairman spend two or three months each year travelling round England and 
Wales in order to gain personal knowledge of the consultants in different areas. 

In addition, it seeks advice from the Royal Colleges and specialist organizations, 
from Hospital Boards, and from selected advisers in all parts of the country. A 
special Scottish Subcommittee makes recommendations to the national advisory 

| committee regarding awards to consultants in Scotland. 

| 74. The confidential nature of these awards has been an essential part of the 

system, and not unnaturally this has evoked some criticism. The Committee believes 
1 that the underlying principle of rewarding the outstanding consultant on the basis 
of personal merit is sound ; that this offers an essential incentive to consultant 
work ; and that the present method is better than any of the alternatives. 

75. The suggestion has been that the monies'- allotted in the form of distinction 
awards should be used to extend the basic salary scale. The effect would be to 
narrow the total remuneration range recommended by the Spens Committee. This 
proposal has little support among consultants. Another suggestion is that additional 
remuneration should be attached to certain posts (rather than to certain individuals) 
in the form of “ responsibility payments.” In this way certain posts, as heads of 
departments or services at specified hospitals, would be paid at a higher level. The 
Joint Committee can see little if any merit in this proposal. 

: 76. At the inception of the Health Service no adjustment was made to the 

distinction awards recommended by the Spens Committee in order to bring them 
into line with the 1948 value of money. The basic salary scale for consultants, 
as recommended by the Spens Committee in terms of the value of money in 1939, 
was increased at the maximum by 10 per cent., the Spens figure of £2,500 becoming 
£2,750, but no corresponding addition was made to the value of the distinction 
awards. 

i 77. In 1954, the consultant basic salary scale was increased by £400 at the 
| minimum and by £350 at the maximum point in the scale. The maximum became 
£3,100 — an incease of 24 per cent, over the original Spens figure of £2,500. Again, 
no addition was made to the value of the distinction awards. On the contrary, 

! for those holding A or B awards (i.e., those of £2,500 and £1,500) the new basic 
I salary scale was “ abated ” by £300 and £200 respectively, which meant that, in 

| effect, the value of these awards was actually reduced. On this occasion the Spens 

“ weighting ” formula used in the calculation of remuneration for part-time services 
was also modified. This, coupled with the abatement referred to above, had the 
effect of reducing the total remuneration of the holders of A and B awards per- 
forming between four and seven sessions. The consultants already in this category 
were accordingly allowed to retain their old level of remuneration. 

78. In 1954 the profession had no opportunity of negotiating an increase in the 
distinction awards. It was a question of “ taking or leaving ” what was offered 
| by the Government, and no real negotiations took place. The Joint Committee 

! considers that it is contrary to the interests of the Service that the differentials 

i within the consultant grade should be narrowed progressively as a result of periodical 

I increases in the basic salary scale without corresponding adjustments of the distinc- 

’ tion awards. Unless the differentials envisaged by the Spens Committee are 

■ maintained, there will inevitably be in the long run an adverse effect on the 

| standard of recruitment to the hospital service, since the financial attractions of the 

I 

! 
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service will be by no means comparable with those of other professions and 
occupations. For this reason the Joint Committee considers it important that the 
distinction awards should be increased in the same proportion as the basic salary 
scale at its maximum. The figure now claimed at the maximum of the basic scale 
is approximately £4,000, which is an increase of 60 per cent over the 1939 figure 
of £2,500 recommended by the Spens Committee. The Joint Committee therefore 
strongly recommends that each of the three distinction awards should be increased 
by 60 per cent. The values of the awards would then be £4,000, £2,400, and £800. 

THE CONSULTANT’S LIABILITY FOR COMMITTEE WORK 

79. The amount of time which a consultant in the Health Service requires to 
spend on committees varies greatly according to his seniority and responsibilities. 
The consultant who has no additional responsibilities beyond his work will need to 
attend the meetings of the Medical Committee of his Teaching Hospital or Hospital 
Management Committee, which would normally meet once a month or every two 
months. But even he is likely to find himself on several subcommittees, which 
also meet regularly ; he will probably be appointed from time to time as a member 
of an advisory appointments committee, and he may also be a member of the 
Advisory Subcommittee of his Regional Hospital Board which deals with his 
special field of work. If he should be elected Chairman or Secretary of any of 
these bodies his work is at once greatly increased, for he would normally attend 
all subcommittee meetings and would find himself representing his committee at 
joint meetings with other committees concerned with common matters. 

80. Members of the consultant staffs of Teaching Hospitals are, in virtue of their 
position, responsible for much of the work of the associated medical college. 
Though this is not strictly the work of the Health Service, its importance is recog- 
nized by the position of the Teaching Hospitals in the Health Service Act. Those 
members of the Teaching Hospital Staffs who are appointed to Boards of Governors 
and Academic Boards of Medical Colleges find their committee work at least 
doubled, and members of the staffs of Teaching Hospitals in general provide a 
high proportion of members of advisory appointments committees. The work is 
exacting and time-consuming, since it often involves travelling long distances, and 
it is sometimes difficult for the authorities who have to nominate the members 
of these committees to find sufficient suitable consultants who can devote the 
necessary time to it. Up to one-fifth of the membership of Boards of Governors 
consists of consultants nominated by the medical and dental teaching staff of the 
hospital, and normally upwards of 25 per cent of the members of Regional Hospital 
Boards and Hospital Management Committees consists of medical practitioners 
appointed after consultation with the profession. 

81. A considerable amount of advisory work is done by consultants on com- 
mittees of Regional Hospital Boards. The Joint Consultants Committee has always 
recognized the importance of this and desires that it should be further developed. 
There are medical members of the Boards themselves, and members of the Boards’ 
main Medical Advisory Committees, of numerous subcommittees of both, and 
of special committees to advise the Boards on the organization of the various 
specialties. The North-East Metropolitan Regional Hospital Board, for example, 
has over 20 such specialist advisory committees. A comparatively small number 
of consultants who are already doing a good deal of work on Teaching Hospital 
and Regional Board Committees are elected by their colleagues to negotiate with 
the Ministry in connexion with the running of the Health Service — e.g., in the Joint 
Consultants Committee and Whitley Committee B. 

82. Finally, exceptional duties which are only occasional, but are apt (to be time- 
consuming, arise from the obligation to appoint consultants to Appeal Tribunals 
or special enquiries set up by the Ministries. Thus the committee work of con- 
sultants ranges from a minimum of perhaps two or three committees a month 
through that of Chairmen and Secretaries of important hospital committees, who 
may have several a week, to busy medical members of Regional Boards and 
committees of the whole profession whose committees are not only more frequent 
but last longer, often for a whole day at a time. 
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83. Part-time consultants take their full share of such committee work, much 
of which is undertaken outside their sessional time. It is unpaid except to the 
extent provided for by the ‘ weighting ” formula used in calculating the salaries 
of part-time consultants. This weighting was reduced in 1954 despite the fact that 
the volume of committee work has greatly increased since the introduction of the 
Health Service and is essential to its welfare. 



SUPERANNUATION 

84. Under the National Health Service Superannuation Scheme there are two 
methods of calculating pension for doctors employed in the Service. The pension 

I of the general practitioner and part-time consultant or Senior Hospital Medical 
Officer is calculated by taking 1^ per cent, of the total remuneration during the 
j whole period of contributory service (up to a maximum of 45 years). The pension 
I of a whole-time officer, however (including the whole-time consultant or S.H.M.O.), 

' is calculated differently. For each year of contributory service, up to a maximum 
i of 45, the practitioner receives as pension 1 / 80th of his average remuneration over 
I the final three years of service. During the period of his career a practitioner 
might at different times be a whole-time and a part-time officer, and in these 
circumstances his pension would be aggregated by the use of the two methods. 

85. Where a parMime consultant or S.H.M.O. is in contract for not less than 
nine notional half-days, he may apply to the Minister to direct that the alternative 
method— i.e., 80ths of average remuneration — shall be used to calculate his pension. 
Such a direction, if granted, has no retrospective effect. 

86. Broadly, the two methods are designed to meet equitably the differing circum- 
stances of whole-time and part-time service. In particular, the method of calculating 
the pension at li per cent of the total remuneration over the whole period of 
service was intended to meet the position of the practitioner who reached his peak 

' level of remuneration in middle life, easing off his commitments before eventual 
retirement. In these circumstances to base the pension on the income in the final 
years of service might be unfair. Unfortunately, the present inflationary trend, 
and the fact that a merit award is normally “ earned ” in later life, tend to 
* counteract any benefit of the I (- per cent method, and place those part-time con- 
sultants and S.H.M.O.s who together with general practitioners have their pensions 
assessed by this method in a very insecure position. 

: 

, 87. In addition, hospital medical staff, with a compulsory retiring age of 65, are 

unable to earn the maximum pension because they cannot complete 45 years of 
contributory service. 

1 

I 

NEGOTIATING MACHINERY 

88. The Whitley machinery established for the conduct of negotiations regarding 
| terms and conditions of service has proved itself completely unsuitable for dealing 
I with major questions, and in many respects unsatisfactory for matters of lesser 
j importance. 

| 89. Decisions in Whitley are reached by agreement between the Staff and Manage- 

ment Sides, but while in theory this offers a safeguard to staff against downward 
alterations in the terms of service, in practice it presents great difficulty in pressing 
for improvements which involve large sums of money. The Management Side 
i members have not the final authority to reach a settlement, and this necessarily 
| induces a sense of frustration in the Staff Side. There is no right of appeal when 
l an impasse is reached, arbitration being possible only by mutual oonsent. The fact 
that on two occasions the Staff Side of Committee B of the Medical Whitley 
l Council (which deals with hospital medical staff remuneration) has had to by-pass 
| the Whitley machinery and approach the Minister direct illustrates the inherent 
i weakness of the system. 



I 



( 
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90. Although theoretically the Management Side in Whitley consists of the repre- 
sentatives of the various employing bodies, in actual fact the proceedings are 
largely dominated directly by the Ministry and indirectly by the Treasury. At 
times so great has the influence of the Ministry been that the impression has been 
gained that proposals are not considered on their merits but rather from the point 
of view of the impact that they may have upon the economic situation generally. 

The Minister, as the ultimate employer and paymaster, has through his officers on 
the Management Side the opportunity of influencing the course of negotiation to a 
large degree, whilst reserving to himself the power of subsequent veto. This state 
of affairs must inevitably prejudice negotiations in Whitley from the start. 

91. Theoretically, Whitley machinery should provide the means whereby both 
sides state their case and, by a process of give and take, reach a solution which is 
acceptable to both. In practice, and particularly on major issues involving finance 
negotiation in the true sense of the word does not occur. Indeed, it is obvious 
from such discussions as have taken place that the Management Side has agreed 
to a particular line of action prior to meeting the Staff Side and, without further 
private consultation, has felt unable to retreat from the position it has taken up. 
Thus the proceedings take the form of an offer or claim being made by the one 
side and its rejection or acceptance by the other. 

92. The Whitley arrangements place the Minister in a most advantageous position. 
Whilst, through his officers, he continues to exert a very full measure of control 
over the discussions and decisions reached in Whitley, he can when challenged 
in Parliament on any particular issue resort to the comfortable reply that it would 
be inappropriate for him to comment upon, or in any way prejudice, discussions 
which are going on in Whitley. In effect the Minister enjoys the best of both 
worlds, and Whitley provides him with a convenient screen for resisting pay claims 
and for giving effect to whatever he considers to be the right solution to a particular 

if problem. 

93. If the course of Whitley could be directed towards negotiations in the accepted 
sense of the term it might quickly become a more useful channel for settling disputes 
of a minor nature. There are, however, strong arguments in support of direct 
negotiation when major matters of finance or. other questions of national importance 

re involved. 

94. To sum up, the Committee considers that there is a place for Whitleyism as a 
mechanism for negotiating terms and conditions of service, particularly those of a 
minor character, but that if the Whitley machinery is to continue it should be 
drastically overhauled. In particular the Committee would recommend that the 
Management Side should be composed of Government officers — of the Ministry of j 
Health and the Treasury — with real authority to negotiate with the Staff Side. 

95. In addition the Committee recommends that there should be set up a small 
advisory committee of eminent lay persons appointed by the Prime Minister in 
consultation with the profession, to keep under continuous review the general level 
of remuneration of doctors engaged in the National Health Service in order to 
maintain their proper economic and social status in the community. This body 
should be charged with the continuing duty of tendering advice to the Government 
on its own initiative, but should also consider and present its findings upon issues 
specifically referred to it by the profession or by the Government ; for example, 
after normal negotiations between the Government and the profession have broken 
down. In the event of a reference to the advisory committee both parties should 
have the right to present a case and to be represented at the hearing. 

96. The Committee would hope that normally the recommendations of such an 
advisory committee would be acceptable both to the Government and to the pro- 
fession, though neither side could bind itself in advance to accept the findings of 
the advisory committee and both sides would have to reserve their right to freedom 
of action in the event of disagreement. 
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SPECIAL CONSIDERATIONS AFFECTING MEDICAL REMUNERATION 

97 In the foregoing paragraphs the Committee has endeavoured to deal with some 
f the matters on which the Royal Commission has specifically asked for information, 

° d which in one way or another have a bearing on the question of the proper levels 
f remuneration of doctors engaged in the hospital and consultant services. In 
addition the Committee suggests that the following considerations are directly 
relevant to this question. 

Length of Training 

98 The period of training for a medical career in the hospital service is consider- 
ably longer and more exacting than that for most other occupations, and this must be 
alien into account in considering the financial rewards to be provided. 

Lack of Security in the Early Years 

99 The young doctor who aspires to become a consultant must be prepared to 
undergo the necessary training in hospital appointments of limited duration, ranging 
from six months to four years, appointments of over one year normally being 
renewed annually. He has no security until, normally between the ages of 32 and 
40 he achieves the rank of consultant or S.H.M.O. He has to face the frequent 
movement of his home from place to place and often separation from his family for 
long periods. His chances of promotion are always problematical in the face of the 
keenest competition, and at any time he may find himself unable to secure another 
hospital appointment. It is therefore essential to offer terms and conditions of 
service which are sufficiently attractive to induce young practitioners to accept the 
risks involved in seeking a consultant career. 



CONCLUSIONS 

100 In recommending levels of remuneration for consultants and other doctors 
engaged in the hospital service the Spens Committee had regard to the incomes which 
consultants had been able to earn under conditions of private practice. _ If the 
medical profession is to continue to attract candidates of the best quality it is 
essential that the financial rewards should be adequate, and the Committee considers 
that this would be achieved by bringing the Spens levels of remuneration up to 
date. 

101 As the Royal Commission will be aware from the claim submitted to the 
Government on behalf of the profession in 1956, the general practitioners regard the 
Danckwerts Award as having brought their remuneration, as determined by their 
Spens Committee, into line with the value of money in 1951. 

, 102. In April, 1954, the salaries of hospital medical staffs were adjusted with the 

intention of restoring the balance of remuneration as between general practitioers 
and consultants which had been disturbed by the Danckwerts Award, and with certain 
j qualifications the Committee accepts the 1954 adjustment as having brought the 
basic remuneration of hospital medical staff into line with that of general practi- 
tioners as at 1951. The Committee urges, therefore, that the salanes of hospital 
medical staff should now be further increased by 29 per cent, to offset the fall m 
the value of money between 1951 and 1957, and to maintain the economic position of 
doctors in relation to other professions. 

103. Consideration should also be given to the position of consultants holding 
distinction awards. As previously explained, the distinction awards still stand at the 
1939 values recommended by the Spens Committee, no betterment having been added 
at any time, apart from the addition of 8 per cent, in the form of the Government s 
superannuation contribution. The Committee is strongly of the opinion that these 
awards, which are an element of remuneration, and count for superannuation, should 
not be excluded from consideration in making such adjustments m remuneration as 
are deemed necessary by changes in the value of money. The Committee therefore 
* urges that the three distinction awards should now be increased by 60 per cent. The 
j Committee also recommends that the abatement of the basic salary applied to 
consultants with A and B distinction awards in 1954 should now be abolished. 
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104. The effect of the Committee’s recommendations is shown in the table below: 



Consultant with “A” 
Distinction Award. 
Consultant with “ B ” 
Distinction Award. 
Consultant with “ C ” 
Distinction Award. 
Consultant on basic 
scale. 

S.H.M.0 

Senior Registrar 
Registrar 

J.H.M.O 

Senior House Officer. . . 
House Officer 



Spens 


Terms of 


1954 


1957 Interim 


Scales 


Service 1948 


Award 


Adjustment 


£4,000-£5,000 


£4,200-£5,250 


£4,300-£5,300 


£4,405-£5,455 


£3,000-£4,000 


£3,200-£4,250 


£3,400-£4,400 


£3,505-£4,555 


£2,000-£3,000 


£2,200-£3,250 


£2,600-£3,600 


£2,705-£3,755 


£l,500-£2,500 


£l,700-£2,750 


£2,100-£3,100 


£2,205-£3,255 


- 


£l,30O-£l,75O 


£l,575-£2,025 


£1,653 15s.- 
£2,126 15s. 


£900-£1,200 


£1,000-£1,300 


£1,100-£1,400 


£1,210-£1,540 


£700-£800 


£775-£890 


£850-£965 


£935- 
£1,061 10s. 


— 


£700-£1,000 


£775-£l,075 


£852 10s. 
£1,182 10s. 


£600 


£670 


£745 


£819 10s. 




£350 


£425 


£467 10s. 




£400 


£475 


£522 10s. 




£450 


£525 


£577 10s. 


(The foregoing scales are for whole-time employment) 



March, 1958. 



Scales 

Recommended 

£6,709-£7,999 

£5, 109— £6,399 

£3,509-£4,799 

£2,709-£3,999 i 

I 

£2,031 15s.- , 
£2,612 5s. 
£1,419— £1 806 1 
£1,096 10s.- I 
£1,244 17s. 6d 
£999 15s.- . 
£1,386 15s. 

£950 ! 

Pre-reg. £550 , 
2nd yr. £650- ; 
£700 i 



t 



APPENDIX | 

MEMORANDUM BY THE CENTRAL CONSULTANTS AND SPECIALISTS j 
COMMITTEE UPON THE QUESTION OF STUDY LEAVE 

1. Although individual considerations must always be involved in every applica- ; 

tion for study leave, a regional survey of study leave conditions has revealed differ- , 

ences in the practice of granting leave and expenses so great as to result in substantial ■ 

injustices, and to call for an attempt to obtain agreement with the Ministry of ■ 
Health on more uniform and equitable standards. 

2. The Committee regards study leave as being applicable to Consultants, j 
S.H.M.O.s, Senior Registrars, Registrars, and J.H.M.O.s, whole or part-time. 

3. In R.H.B. (50)49, H.M.C.(50)48, B.G.(50)43 (hereafter referred to as 

R.H.B.(50)49, a copy of which is included in the Sub-Appendix to this memorandum) j 
advice was offered by the Ministry to boards to help them in adjudicating on appli- j 

cations for study leave, and of the factors they were advised to take into considera- , 

tion. Similar advice was given by the Department of Health for Scotland in ,! 
R.H.B.(S)(51)3. The first and the most emphasized was “ the possible advantage to j 
the National Health Service generally, and the board’s own specialist services in j 
particular, of granting the application.” 

4. It must be accepted that one purpose of study leave is to foster professional 
knowledge and skill from which the patient will certainly obtain benefit, and if the 
patient, then presumably the National Health Service and the board’s services also. 

But this result is an indirect one and ought not to be placed as the primary considera- j 
tion in granting study leave — or to be used possibly as a basis for refusal to which 
no very satisfactory reply is possible on the part of the applicant (even if he knows 
that objection has been raised!). To make this principle so prominent is to infringe 
an important principle of the Spens Report and to sap the scientific status of the j 
consultant profession which the Spens Report was seeking to uphold. J 

5* Study leave is essentially, a provision made in the interests of the patient for j 
maintaining the scientific position of the doctor and must not be regarded as haying . 
any other professional purpose. Lay members of boards and committees, unfamiliar 
with this essential medical need and, therefore, possibly sceptical as to the purpose j 
and value of study leave, must be made aware of its importance. j 
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( The need for discussion of medical ideas and practice began to be apparent 
the leaders of the profession as soon as the body of scientific developments began 
t form in the second half of the 19th century. Specialist societies began to be 
founded and were, in general, selective in membership so that the time available for 
meetings might be used most economically. Though excellent medical journals 
listed then, it was recognized that they did not alone serve all the needs of 
professional inter-communication, and regional, national and later international 
societies were established for this purpose. It is universally accepted in the profession 
that the meetings of these perform an important — even essential — service to medical 
progress and that to deprive any member of intermediate and senior hospital medical 
staff of the opportunity to attend regularly such meetings as are appropriate in his 
specialty is to inflict an irreparable professional injury. For this reason the Com- 
mittee recommends the rejection of paragraph 3 (e) of R.H.B.(50)49 which states that 
among the factors to be taken into consideration when dealing with applications for 
study leave are “ the opportunities, or lack of opportunities, of the applicant to keep 
abreast of his subject apart from study leave.” It is appreciated, however, that in 
practice some restraint on the universal granting of study leave may be necessary. 

7 Though, in practice, some restraint on the granting of study leave may 
occasionally be necessary, in order to maintain a fully adequate service, it is the view 
of the Committee that the principle which should be applied should be that study 
leave is granted whenever possible, and that boards should expect all members of 
their medical staff (except the house officers) to apply for study leave with some 
frequency, even to the point of prompting those who appear reluctant to do so. 

Thus boards will be helping effectively to combat the small but real danger of 
medical isolation and stagnation in their services. 

8. Paragraph (6) of R.H.B.(50)49 reads as follows : 

“ 6. When practitioners take an active part in scientific or clinical conferences 
or meetings of societies by holding office, reading papers or giving demonstra- 
tions, sympathetic consideration should be given to requests for grants towards 
expenses. Members of most scientific societies which meet regularly are able to 
choose the meeting at which they will present a paper or demonstration, and it 
should often be possible for them to select (with regard to time and place) the 
meeting which can be attended with the least inconvenience and expense to the 
service.” 

9. This introduces conceptions of study leave expense grants which by their 
implications are in the view of the Committee too restrictive. 

10. It is, in general, the meetings where the greatest expenses are involved that 
should call for the most liberal allowance of expenses. This is, of course, especially 
true of the meetings of international conferences abroad. The Committee considers 
that expense grants should not be limited to those who are to hold office, read papers 
or give demonstrations at medical meetings. Obviously the claims of these are most 
cogent, but valuable contributions are often made during. the course of discussion 
by others attending meetings, and all who attend receive benefit whether they 
contribute or not. 

11. Another group of medical staff which has to meet heavy expenses includes 
those who work in distant peripheral areas such as Northern Scotland and Northern 
Ireland and who may be debarred from attending meetings if they must meet the 
total expenses themselves. In regard to expenses generally, the needs of junior 
officers should receive special sympathy. 

12. The Committee is of the opinion that the annual sums, at present made avail- 
able for study leave expenses are insufficient, especially in view of the. considerable 
fall in the value of money since 1948 and the increase of senior medical staff and 
senior registrars, and boards should be ad vised, to make substantially greater sums 
available for the purpose (at least double the sums originally allocated (before 
H.M. (54)28)). Where the total of permitted expenses claimed for study leave exceeds 
this annual allocated sum, each claimant should receive such proportion of his total 
annual claims as will reduce the total of all expense grants to the annual sum 
allocated, with resulting fairness to all concerned. This arrangement also obviates 
the penalizing of those whose applications are made late in the .financial year when a 
fixed fund might have been exhausted. Where such reduction has to be made, a 

31545 A 8 



Printed image digitised by the University of Southampton Library Digitisation Unit 



1104 



ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 




statement of the gross overall claims and the percentage reduction should be issued 
to claimants at the time of payment. 

13. The Committee would draw special attention to the need for study leave for 
members of the medical staff of small hospitals which are geographically remote. 
In para. (4) of R.H.B.(50)49 their special need for study leave is emphasized. Often 
the difficulty which makes granting of leave to them almost impossible at present 
is that no deputy is available. The Committee therefore recommends that the 
Ministry should be asked to advise boards to keep an adequate list of locum 
consultants and S.H.M.O.S who could be called upon to act under these conditions. 
It would be manifest injustice to compel the consultant or S.H.M.O. concerned to 
pay the locum himself or forego his own pay. Proportionately greater sums for 
expenses are needed in these remote areas. 

14 The Committee recommends that applications for study leave should always 
be first considered by a medical committee appointed for the purpose by the board. 
In para. (5) of R.H.B.(50)49 boards are informed that they should seek the advice of 
their medical committees. This wise and obviously necessary procedure still does 
not obtain in some areas. 

15 There is a widespread feeling that sometimes some study leave advisory 
committees, including some medical ones, exercise their function without a full 
regard to the basic equality of opportunity which should be offered to all senior 
medical staff to enjoy the privilege of study leave. Priority considerations are said 
to be based on personal prestige or other irrelevant criteria, so that the granting of 
leave with pay (with or without expenses) is very unevenly distributed. While the 
Committee thinks that such a state of affairs must be exceptional it is clear that study 
leave advisory medical committees ought to have a membership representative of 
all grades of staffs concerned with study leave. 

16. The Committee has already commented on certain paragraphs of R.H.B. 
(50)49 and wishes to make the following additional observations : 

(i) Paragraph 3a advises boards and committees when considering applications 

for study leave to take into consideration “ the suitability of the applicant to 
benefit from the proposed leave.” It is suggested that the Ministry should 
be asked to define the word “ suitability.” 

(ii) Paragraph 3d advises boards and committees when considering applications 
for study leave to take into consideration “ the number of applications from 
the region or hospital for any particular course or meeting.” It is suggested 
that the Ministry should be asked to add the words “ should not be limited 
except to ensure efficient maintenance of the Service.” 

(iii) The last sentence of paragraph 5 reads as follows : “ consequently there will 
need to be discrimination not only between individual applicants but also 
between courses or conferences of a similar nature.” It is suggested that 
it should be amended to read as follows : “ There will sometimes need to 
be discrimination ... in order to maintain the efficiency of the 
Service.” 

(iv) Paragraph 8 reads as follows : “ Where a society holds regular one or two 
day meetings, it may be necessary to apportion leave periods to ensure that 
all officers who are members of the society are given facilities to attend a 
reasonable proportion of meetings, should they so desire.” It is suggested 
that the following phrase should be added to this paragraph : “ provided that 
permission to attend should not be withheld except to ensure the maintenance 
of an efficient service.” 

(v) Paragraph 9 — third sentence reads as follows : “ While giving due weight 
to the advantages to be gained from meeting colleagues abroad either socially 
or professionally, boards should be satisfied, before granting leave with pay 
in these cases, that the object of the visit is serious planned study from 
which the National Health Service will derive benefit.” The emphasis 
should be on the knowledge and experience gained, and it is therefore 
suggested that the latter part of the sentence should read as follows: 
“ that the object of the visit is serious planned study from which the National 
Health Service may be expected to derive benefit from the increased know- 
ledge and skill of the staff concerned.” 
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FURTHER RECOMMENDATIONS 

17 The Committee recommends that the general principles stated below should 
be adopted by hospital boards in dealing with applications for study leave, there 
being no discrimination as between whole-time and part-time officers. All applica- 
tions should be considered by the medical advisory committee of the board suitably 
augmented by representatives of the grades concerned, or a similar ad hoc body, on 
winch all categories of medical staff concerned should be represented. This Com- 
mittee should make recommendations to the board, having regard to the suitability 
of the conference or study leave project. 

(a) Leave for the Purpose of Taking an Examination 

The Committee supports the practice commonly followed in connexion with leave 
for the purpose of taking examinations, namely, that examinees should be granted 
leave with pay but without expenses. 

For many junior officers, especially those in small peripheral hospitals, a short 
intensive course of study may be both necessary and desirable before taking a higher 
examination, and, in view of the pressure and continuous work in such posts, may 
be the only ’practicable way in which instruction can be obtained. It is therefore 
recommended that paragraph 10 of R.H.B.(50)49 which states that if leave is granted 
for short intensive courses which have examination success as their sole aim it 
should be without pay, should be revised, and boards should consider such 
applications sympathetically with a view to granting study leave with pay. 

(b) Leave for Examining 

The Committee also supports the present practice in regard to leave for the purpose 
of examining — namely, that examiners should be granted leave with pay but without 
expenses. 

(c) Leave of Short Duration for Attendance at Specialist Society Meetings 

Leave with pay to attend conferences of short duration should be freely granted 
provided adequate arrangements can be made for the officer’s duties to be covered 
during absence, bearing in mind the special difficulties of those who are isolated. 

Travelling and subsistence allowances should also be granted according to the 
principles recommended above, and the. granting of such expenses should not 
necessarily be related to the reading of papers at conferences. 

(d) Leave of Longer Duration for Attendance at Conferences in Great Britain 

Leave with pay should be granted for a period, or periods, up to a maximum of 

18 days in one year or 30 days in two years, except in special circumstances when 
leave in excess of this might be granted by the board concerned. The question of 
expenses should be determined according to circumstances. 

(e) Leave to Travel Abroad to Attend International Meetings or to Visit Hospitals 

Leave with pay and expenses should be granted for a period, or periods, up to a 
maximum of 28 days in one year without any deduction being made from annual 
leave. Only in special circumstances should such leave be granted more than once 
in two years. 

Under the present Terms and Conditions of Service, where leave is granted, for a 
period in excess of three weeks, half of the excess is counted against the annual leave 
entitlement, and for this purpose an officer is allowed to carry forward from the 
immediately preceding year annual leave not exceeding three weeks. It is recom- 
mended that the Ministry should be approached with a view to extension of the 
present terms to enable officers to take longer periods of leave abroad. Officers 
might be entitled to carry on from year to year unexpended annual leave entitlement 
up to a maximum of 10 weeks to augment study leave allotment for purposes of a 
prolonged tour of foreign hospitals and medical clinics, etc., provided the board 
agrees and the standard of the hospital service is not thereby impaired. 
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(f) Leave for Special Purposes 

Where special leave is required for the purpose of complying with requests from 
the British Council, or other national bodies, the question of study leave, expenses, 
etc., should be determined on an ad hoc basis between the officer and the board 
concerned. 

| 

Locums for Officers Absent on Study Leave 

18. On the question of locums to carry out the duties of those granted study 

leave, the Committee agrees with the present policy of employing authorities that t 
the employment of a locum should not be necessary where the duties can be covered f 
by colleagues during absence. I 

19. There is, however, a real problem in certain specialties and in certain areas * 

where it is impracticable for the duties of the absentee to be covered by officers S 

already employed by hospital boards. Where this applies officers may be denied j 

any period of study leave, and it is often these to whom attendance at a conference j 

or course is of the greatest value because the teaching centres are normally 
inaccessible to them. The Committee therefore recommends that, in such circum- ! 
stances, employing authorities should engage a locum in order that the officer may j 
be free for a period of study leave. 

20. It is also recommended that hospital boards should maintain a register of i 
those who would be available for locum duties of this nature. 

t 

Allocation of Expenses 

21. In the early years of the National Health Service there were allocated to , 

boards, for distribution annually, sums specially earmarked for payment of expenses | 

in connexion with study leave. In 1954 this practice was discontinued. Since that \ 

time, it appears that boards have been unwilling to exceed the maximum previously j 

allowed or even to equal it, in spite of the fact that the value of money has j 

decreased. The Committee considers that the Ministry should be asked to make it j 

clear to hospital boards that the original maxima should be at least doubled in view \ 

of the decreased value of money and the increase of medical personnel. It would 
seem practicable that each hospital board should earmark a sum of sufficient size ' 

to cover the study leave needs of the medical staff employed in the hospital service j 

in the region, but as there is no fixed annual maximum applications for study leave ■ 

with expenses should receive careful consideration at whatever time of the year [ 

they are made, and should not be related entirely to amounts already granted earlier 

in the financial year. 

22. In some cases, where hospital boards do not defray travelling and subsistence 

expenses in full, it is recommended that for the benefit of those officers who are this • 

involved in considerable personal expense, the Ministry of Health should be urged ‘ 

to seek an agreement with the Board of Inland Revenue whereby such expenses j 

in connexion with study leave may be regarded as legitimate professional expenditure | 

in respect of income-tax assessment. 



SUB-APPENDIX 

R.H.B.(50)49 ! 

H.M.C.(50)48 ; 

B.G.(50)43 • | 

HOSPITAL MEDICAL AND DENTAL STAFF 
TERMS AND CONDITIONS OF SERVICE : STUDY LEAVE ! 

1. This memorandum has been prepared to give guidance on the granting of j 

study leave and to supplement the observations on the operation of the study leave > 

scheme which were made in paragraphs 73 to 80 of R.H.B.(49)85, H.M.C.(49)70, J 

B.G.(49)7 1. It is hoped that it will help boards to deal with applications for study j 

leave, but it is not meant to be interpreted as a rigid set of instructions and does j 

not presume to cover all possible types of application. 
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2 The purposes for which study leave may be allowed are set out in paragraph 
18 (d) (i) of the Terms and Conditions of Service ; it cannot be claimed as a right, 
and while it is intended to be available to all grades of medical and dental officers at 
the discretion of the employing body the Department will not expect to find more 
than a few exceptional cases where it will be justified for House Officers, or, except 
in the circumstances referred to in paragraph 11 below, for Junior Registrars. 

3. In dealing with applications for study leave, the board or committee and its 
medical advisory committee should take the following factors into consideration : 

(a) the possible advantages to the National Health Service generally, and to the 

board’s own specialist services in particular, of granting the application, 

(b) the suitability of the applicant to benefit from the proposed leave, 

(c) the nature and function of the course, meeting or conference for which 

leave is asked, e.g., scientific, clinical, medico-political, social or any 
combination of these activities, 

(d) the number of applications from the region or hospital for any particular 
course or meeting, 

(e) the opportunities, or lack of opportunities, of the applicant to keep abreast 

of his subject apart from study leave, 

(f) the frequency of application of any one individual, 

(g) the arrangement of deputies during the absence of officers, 

(h) the views of other boards with whom the applicant is in contract. 

4. Members of the staff of small hospitals which are geographically isolated find 
it more difficult to keep in touch with recent advances than do those in the regional 
centre. This isolation should be counteracted as far as possible by visits to and 
from senior members of staff and by meetings in the centre. It will, however, often 
be a factor in favour of study leave. 

5. Boards will recognize that courses of instruction, scientific meetings, and con- 
ferences differ widely in the value of their contributions to medical science and to 
the educational advancement of those attending. It would be invidious to attempt 
any detailed differentiation in this document, and boards should seek the advice 
of their medical committees on the nature, purpose, and relative value of courses, etc. 

It has been the Department’s view that study leave with pay will normally be justified 
for meetings of the specialist associations, but, generally, the status of the society or 
conference should not be the sole consideration and often not the primary con- 
sideration in deciding whether study leave should be granted ; study leave is always 
subject to the exigencies of the service, and the other factors in paragraph 3 (particu- 
larly (a) and (b)) have to be given due weight. Consequently there will need to be 
discrimination not only between individual applicants but also between courses or 
conferences of a similar nature. 

6. When practitioners take an active part in scientific or clinical conferences or 
meetings of societies by holding office, reading papers, or giving demonstrations, 
sympathetic consideration should be given to requests for grants towards expenses. 
Members of most scientific societies which meet regularly are able to choose the 
meeting at which they will present a paper or demonstration, and it should often be 
possible for them to select (with regard to time and place) the meeting which can 
be attended with the least inconvenience and expense to the service. 

7. When medico-political or social activities are Combined with scientific or clinical 
meetings and are likely to occupy a proportion of what may reasonably be considered 
to be “working hours,” the allotment of study leave, _ if granted, should be related to 
the duration of the clinical and scientific activities ; it is not unreasonable to expect 
the applicant to devote a part of his annual leave to that part of the period given 
over to other activities and to relaxation, 

8. Where a society holds regular one or two day meetings, it may be necessary 
to apportion leave periods to ensure that all officers, who are members of the society 
are given facilities to attend a reasonable proportion of meetings, should they so 
desire. 
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9 A difficult problem is sometimes presented by individuals or unofficial groups 
who wish to make a tour of hospitals or climes abroad. Before the introduction of 
the National Health Service these trips were usually undertaken at the traveller s own 
expense, and in part, at least, were looked upon as a relaxation ; six weeks’ annual 
leave with pay was not then available. While giving due weight to the advantages 
to be gained from meeting colleagues abroad either socially or professionally, boards 
should be satisfied, before granting leave with pay m these cases, that the object of 
the visit is serious planned study from which the National Health Service will derive 
benefit ; and, as suggested in paragraph 7 above, it would not be unreasonable to 
expect the applicant to devote a fraction of his annual leave to any part of the 
period which is given over to relaxation. 



10 Within the registrar grades (but not ordinarily during the first year as Junior 
Registrar) some applications may be received for leave to attend postgraduate 
courses of instruction. Courses organized on an educational basis will benefit both 
the individual and the National Health Service, and leave with pay will often be 
appropriate ; but short intensive courses (“ cram courses ) which have examination 
success as their sole aim should not be included in this category, and if leave is 
granted it should be without pay. 



11. Leave without pay for six months or occasionally a year may be granted to 
registrars wishing to take an academic or other paid appointment for the purpose 
of special study or research in a university department. 



12. Applications for prolonged leave will occasionally be made by officers intend- 
in° to work in a hospital or laboratory abroad. In these and in other cases of 
application for leave abroad, the board should be satisfied (a) that the applicant has 
had such training in this country as will enable him to profit by his experience abroad 
and to assess critically the value of what he learns, and (b) that he is, from all points 
of view, likely to maintain the prestige of British medicine abroad. In general, it is 
preferable that leave for the purpose of working in hospitals abroad should be 
sponsored by a recognized postgraduate or research organization or by a national 
or international body awarding Fellowships. The applicant should be at least of 
Senior Registrar status. 

13. In some cases applications for prolonged leave may be made for the purpose 
of keeping alive superannuation rights. It should be borne in mind that prolonged 
leave is not the only method of preserving superannuation rights, as the Minister has 
power, under section 19 of the National Health Service Amendment Acts, 1949, to 
recognize work elsewhere than in National Health Service Hospitals in suitable cases 
as “ approved ” service for superannuation purposes. 



14. In determining the allocation of expenses, it has to be remembered that the 
funds available for this purpose are not unlimited and that discrimination is unavoid- 
able if they are to be used to the best advantage. 



15. The Minister has discussed with- the Joint Committee arrangements for the 
granting of leave to hospital medical staff for the purpose of examining, and it has 
been agreed that the Terms and Conditions of Service of Hospital Medical and 
Dental Staff should be amended as follows : 






* 

t 

i 



Paragraph 18 (d) (ii) (B) (c) 

Insert at beginning of (c) : “ Except in the case of leave granted to officers in order 
to allow them to act as examiners in examinations held by universities or medical 
corporations for the purpose of granting medical or dental degrees or diplomas. 

Ministry of Health, 

Whitehall, S.W.l. 

June 8, 1950. 

94111/3/5. 
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SUPPLEMENTARY MEMORANDUM OF EVIDENCE TO THE ROYAL 
COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 

Representatives of the Joint Committee gave oral evidence before the Royal Commis- 
sion on the 18th December, and on that occasion the Commission put to the Committee’s 
representatives a number of questions on which it wished to have further information. 

Die Committee has considered the various points raised by the Royal Commission, 
and its comments upon them are set out below:— 

Q. References are to the Royal Commission’s published Minutes of Evidence, Day 2. 
A. Q- 354 

Question: 

It would appear that since the beginning of the Health Service the number of consultants 
has increased while the number of general practitioners has remained relatively stationary. 
Has the Joint Committee any views as to the appropriate relative numbers of consultants 
and general practitioners ? 

Comment: 

(1) The Committee does not consider it practicable that the relative numbers of 
general practitioners and consultants should be determined in an arbitrary manner. 
Indeed, it does not believe that the appropriate numbers in each field are necessarily 
interdependent. 

(2) It is not difficult, however, to account for the proportionately greater increase in 
the consultant field which has taken place in recent years. There has been a publicly 
organised general practitioner service, covering a substantial proportion of the community, 
since 1911. In addition to the National Health Insurance Scheme there were many 
local medical clubs (often organised by the general practitioners themselves) through 
which by a system of small weekly or monthly payments general medical treatment was 
made available to the wives and families of working class people. Long before 1948, 
therefore, the community as a whole had the benefit of a family doctor service, which 
paved the way for the introduction of the National Health Service in this field. 

(3) As explained in the Committee’s memorandum of evidence, the growth of consultant 
practice is a much more recent development. 

(4) Before the Health Service consultants devoted a considerable proportion of their 
time, without payment, to the hospital treatment of the poorer classes, and they depended 
largely for their professional livelihood upon fees received for the treatment of wealthier 
people. This, of itself, necessarily limited the number of doctors who could make a 
financially successful career in consultant practice. 

(5) Quite apart from the social change which has taken place, however, a more 
significant reason for the growth of consultant practice has been the advance in medicine 
and the introduction of new techniques in the past 20-25 years. Since 1939, and more 
particularly since 1948, hospitals in the smaller towns and country areas have developed 
into institutions providing a full range of consultant advice and treatment with all the 
necessary ancillary facilities. This has inevitably involved a substantial increase in the 
number of consultants, particularly in certain branches. One of the objects of the 
Health Service was the provision of a consultant service throughout Great Britain, and 
this has been substantially though not, in the opinion of the Committee, fully achieved. 

B. Q. 380 
Question: 

Page 64 of the Ministry’s memorandum of evidence shows the trend in the establishment 
of registrars and senior registrars. Will the Joint Committee comment on this ? 

{Note: The figures quoted in the Ministry’s memorandum are as follows : — 

Increase or 
decrease 

1951 1952 1953 1954 1955 

No. Per cent. 

Senior Registrars ... 1,547 1,296 1,195 1,253 1,262 —285 —18*45 

Registrars 1,856 2,111 2,259 2,446 2,620 +764 +41*2) 
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Comment: 

(6) The reduction which has taken place in the number of senior registrars since 
1951 is the result of the Ministry’s policy (agreed with the Joint Committee) to endeavour 
to relate the numbers of senior registrars in training for consultant posts to the number 
of anticipated consultant vacancies. This reduction has been made largely at the expense 
of non-teaching hospitals, and there is little reason to doubt that it accounts in part for 
the corresponding increase in registrar appointments in such hospitals. 

(7) Despite the reduction in senior registrars there are still in certain specialties many 
more fully trained men than there are consultant vacancies. The Committee is firmly 
of the opinion that this, and the increase in registrar appointments, is due in large measure 
to the failure of Hospital Boards to create additional consultant posts which are needed. 
In short, these men are in many cases doing work which properly should be done by 
consultants, and if more consultants were appointed the numbers in the Senior Registrar 
and Registrar grades could be reduced with benefit to the Service and to the prospects 
of junior staff aspiring to a consultant career. 

Q. 385-387 
Question: 

Can the Joint Committee provide evidence as to the lack of candidates for registrar 
and senior registrar appointments (a) in general, ( b ) as between teaching and non-teaching 
hospitals, (c) in special hospitals? 

Comment: 

(8) The following views and figures have been obtained from the Senior Administrative 
Medical Officers of a number of Hospital Regions : — 

Newcastle: 

“ With regard to the recruitment of Registrars and Senior Registrars I am 
afraid that we are never overburdened with applications for regional appointments 
and in certain specialties such as Diagnostic Radiology, Orthopaedic Surgery, 
Radiotherapy and Pathology, we invariably fail to get any response. The three 
best specialties in the way of applications are Obstetrics and Gynaecology, General 
Surgery and General Medicine, but here again when Senior Registrar posts are 
advertised, we are very fortunate if we get more than two applications. 

In this region we work in very close association with the Teaching Hospital 
and since the inception of the Registrar training scheme, we have held a Joint 
Committee every month and I think it is true to say that the Teaching Hospital 
has more or less the same problems as ourselves, but in certain specialties they 
sometimes receive slightly better applicants, but, of course, there are occasions 
when even they cannot recruit. 

We are trying to overcome the difficulty by advertising appointments where the 
candidate is offered training not only in the Teaching Hospital, but in some of 
the larger hospitals in the Region where excellent material is available. Sometimes 
hospitals in the periphery are more successful in filling their vacancies because 
the clinical chief is able to contact some of his colleagues in other parts of the 
country.” 

Sheffield: 

(a) Lack of candidates in Senior Registrar Appointments 

Senior Registrar appointments in this Region come mainly under two headings: 

(i) Reciprocal posts with the teaching hospitals 

(ii) Non-reciprocal posts which generally- speaking relate to the regional 
specialties such as Chest Diseases, Psychiatry, Venereology and Radio- 
therapy. 

(i) Reciprocal posts with the teaching hospitals 

These posts cover the specialties of Anaesthetics, E.N.T., General Medicine, 
General Surgery, Obstetrics and Gynaecology, Pathology and Radiology. 

Apart from Radiology, all appointments are filled but it has been observed 
that the number of applications are fewer and the quality of applicant is lower. 
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For some time, Senior Registrar appointments in Radiology have been difficult 
to fill. 

(ii) Non-reciprocal posts 

In Chest Diseases, Orthopaedics and Venereology, all posts are filled but they 
have been filled for at least two years and therefore the Board has no up to date 
knowledge of the availability of suitable candidates. 

The Board’s one Radiotherapy post was last filled 12 months ago but there 
were only two applicants. 

Senior Registrar appointments in Psychiatry have proved very difficult to fill 
and the Board has one vacancy at present. 

(iii) The Regional Hospital Board has no Senior Registrar appointments in 
Plastic Surgery, Dental Surgery, Ophthalmology, Paediatrics, Neuro-Surgery and 
Dermatology; any information regarding these specialties should be sought from 
the Board of Governors, United Sheffield Hospitals. 



(b) Lack of candidates for Registrar Appointments 

Registrar appointments cannot be classified under the headings given. There 
are no joint appointments between teaching and non-teaching hospitals and 
generally speaking Registrars are appointed to one hospital although in some 
cases they provide assistance at a second hospital nearby. 

Some Registrar posts seem always difficult to fill and these are analysed generally 
below. It is not easy to draw any definite conclusion from this analysis; some 
hospitals and some districts are obviously more attractive than others. Shortage 
of staff often leads to greater shortage because existing staff are often grossly 
overworked and leave. 

Specialty Remarks 

Chest Diseases Three of the Registrar appointments out of a total of 

nine seem to prove unattractive to applicants. 



Obstetrics and Gynaecology One post out of a total of sixteen seems to prove 
difficult. The fact that this post is not recognised 
for the M.R.C.O.G. possibly explains this. 

Anaesthetics There are fifteen Registrar posts in this specialty and 

a third of them are difficult to fill. 



Neuro-surgery There is only one post in the Region and this is 

rarely filled. 

Orthopaedics About a third of the fourteen posts in the Region 

prove difficult to fill. 

- Orthopaedics and Casualty There are four Registrar posts where duties are 
shared between the orthopaedic and casualty 
departments and three of these are always 
difficult to fill. 



Casualty ... 



Thoracic Surgery . . . 
Infectious Diseases 



Psychiatry ... 



. . . One of the Casualty registrar appointments out of a 
total of three proves difficult. ’• 

... One of the four posts in the Region does hot attract 
candidates. 

... There is only one registrar post in this specialty 
(others are linked with Chest Diseases) and this 
always proves difficult. 

... Registrar appointments in Psychiatry constantly 
cause trouble. If advertisement as Registrar proves 
unattractive, posts are often advertised in the 
J.H.M.O. grade. 
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Apart from the number of applicants, it is interesting to note their nationalities 
and the following details give: — 

(i) The nationalities of Registrars in post, and 

(ii) An indication of the nationalities of applicants in Registrar posts. 

AUJ During 1957 the Sheffeld Regional Hospital Board advertised 201 

Registrar posts. Of these, no applications were received m 69 cases. The 388 
applicants referred to in Section (ii) of the following table relate to 132 appoint- 



(i) 

Registrars m post 
in Sheffield 
Region on 15th 
November, 1957 


GO 

Nationalities of 
applicants for 
Registrar posts 
during 1957 


Number 


Percentage 


Number 


Percentage 
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•3 


1 
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■7 


3 
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14. 


100 


388 


100 



Nationality 



Australian ... 

Bolivian 
Burmese 
Canadian 
Ceylonese 
Czechoslovakian 
Egyptian 
Greek ... 

Hungarian ... 

Indian 

Iraqi ... 

Irish .. 

Israeli .. 

Italian... 

Jordanian 

Maltese 

New Zealand 

Palestinian 

Pakistani 

Persian 

Polish 

South African 

Spanish 

Turkish 

U.K. including Northern Ireland 

Ukranian 

West African 

West Indian 

Totals 



The following more recent analysis of the position in regard to hospital junior medical 
staff has since been received from the S.A.M.O. of the Sheffield Region: 



1. Nationality of Registrars 

For the purpose of this investigation, the nationalities have been divided into 
two groups as under: — 

Group A Group B 

United Kingdom All others 

Australia 
Canada 
New Zealand 
South Africa 
America 
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(a) Numbers in post 

On 28th April, 1958, the position in the Sheffield Region was as follows:— 

No. of Registrars 
in post 

Group A 81 

Group B 63* 

Total... .... 144 

* The 63 registrars in Group B were divided between 14 different nationalities 
but the majority (45) were Indians or Pakistanis. A large number of those appointed 
possess temporary registration only. 

(b) Nationalities of applicants for Registrar posts 

The nationalities of applicants for registrar posts in the Sheffield Region during 
the year ending 31st March, 1958, have been analysed and are as follows:— 

No. of 
Applicants 

Group A 128 

Group B 250* 

Total 378 

* The 250 applicants in Group B were divided between 21 different nationalities 
but the majority (201) were Indians or Pakistanis. 

Perhaps the figures given in para. 1 ( b ) indicate the nationality situation better 
than those in para. 1 (a). The 378 applications analysed relate to 191 registrar 
posts advertised so that the position was that there were only 128 Group A applicants 
for 191 posts. A further analysis would undoubtedly reveal: — • 

(i) that many of the 128 Group A applicants were for the same posts, i.e., the 
more attractive ones. 

(ii) where there was only one Group A applicant on the short list, he was 
nearly always appointed. 

(iii) many posts had no Group A applicants at all. 

(c) Analysis of individual posts 

(i) In 14 registrar posts, there has not been a Group A incumbent during the 
3 years from 1st June, 1955. 

(ii) Only 45 registrar posts out of a total of 113 have been staffed entirely by 
Group A in the 3 years from 1st June, 1955. 

2. Number of applicants for Registrar posts 

During the twelve months ended 31st March, 1958, the Board advertised a total 
of 191 Registrar posts; 378 applications were received; no applications at all were 
received for 66 of the appointments. 

3. Turnover of Registrars 

Other difficulties exist in addition to shortage of medical staff. The turnover of 
registrars is much greater than it should be as the following figures demonstrate: 
Analysis carried out over 3 years from 1st June, 1955* (see note on following page) 

(a) 315 Registrars have occupied 113 posts. 

(b) 4 Registrar posts (including 3 in General Surgery) have each had 5 different 
registrars during the three years. 

(i c ) 16 Registrar posts (including 6 in General Surgery) have each had 4 different 
registrars during the three years. 
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(d) 

(e) 



50 registrar posts (including 10 in General Surgery) have each had three 
different registrars during the three years. 

The turnover of registrars in the surgical specialties (particularly gen eiBl 
surgery) has been extremely high during the three years in question:- 

No. of No. of Registm 

posts who have occupy 

the posts 



E.N.T • 

Obstetrics and Gynaecology 

Gynaecology 

fOphthalmology 

fGeneral Surgery 
fThoracic Surgery 

Casualty 

Orthopaedics 

Orthopaedic/Casualty ... 
General Surgery/E.N.T. 



2 

11 

1 

3 

22 

4 
3 

10 

2 

1 



4 

27 

4 

10 

75 

13 

8 

30 

6 

3 



t In these specialties, on average registrars remain in post less than a year. 



(/)The following analysis of turnover of registrars by specialty is interesting: 





Under 6 
months 


6 to 12 
months 


12 to 18 
months 


18 to 24 
months 


Over 24 
months 


Total 


Group A 

Group B 

Total 


22 

24 


79 

66 


35 

18 


35 

9 


22 

5 


193 

122 


46 


145 


53 


44 


27 


315 



Those figures show that: — 

(i) 60 per cent, of registrars appointed serve 12 months or less 

(ii) 47 per cent, of Cat. “A” registrars continue beyond their first year. 
26 per cent, of Cat. “B” registrars continue beyond their first year. 



(iii) 29-) per cent, of Cat. “ A 
11) per cent, of Cat. “ B 



’ registrars continue beyond 18 months. 
’ registrars continue beyond 18 months. 



* N.B. The period 1st June, 1955 to 31st May, 1958 has been analysed. It 
is possible, during the period of review, for a registrar to terminate his two year 
appointment say on 30th September, 1955, a registrar to complete a two pt 
tenure 1st October, 1955 to 30th September, 1957 and another registrar to 
commence 1st October, 1957 and still be in post, i.e., three registrars to go throup 
the post during the 3 year review each completing (or proceeding to comp e j 
a normal 2 year tenure. This possibility was appreciated but it has been as® 
tained that it only applies to two registrar posts during the review period 
therefore the figures quoted are not materially affected. 



4. Registrar Vacancies 

During the three years from 1st June, 1955, out of 113 posts: — 
10 posts have been vacant for over 6 months 
from 4 to 6 months 
„ 2 to 4 months 

„ 1 to 2 months 
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5 pre-registration and S.H.O. vacancies 

There are three types of posts in this Region:— 

Intem/S.H.O S.H.Os. can only be appointed to these posts if all reasonable attempts 

to obtain a pre-registration student have failed. 

S H O/Intem— The Hospital Management Committee can decide whether the post 
is filled by a S.H.O. or as pre-registration post. 

s H o.— Must be filled by a S.H.O.— not recognised by the Licensing Authority 
for pre-registration purposes. 

A check was made of the position on 2Sth April, 1958 and this was as follows:— 





No. on 
establishment 


No. in 
Post 


Vacant 




83 \ 


'42 Interns 


9 


Intem/S.H.O 


.32 S.H.Os. 
127 S.H.Os. 


3 


34 ■! 


S.H.O./Intem 


I 4 Interns 




S.H.O 


112 


100 


12 




229 


205 


24 



The vacancies represent just over 10 per cent, of the total establishment and many 
Hospital Management Committees, when the review was made, emphasised such 
noints as the difficulties which are constantly experienced in obtaining the most 
junior staff; posts can only be filled by foreign doctors, etc. Several appointments 
have been vacant over twelve months, some considerably longer. 

6. Senior Registrar Appointments 

It will be seen from question 4 ( b ) of Appendix B that the Board consider they 
can get Senior Registrars of the right quality with the exception of Senior Registrars 
in Psychiatry, Radiology and Radiotherapy. 

The response to all advertisements for Senior Registrars since 1st January, 1954 
has been analysed and the following facts are worthy of mention . 

(a) Radiology 1 applicant on 6 occasions 

2 applicants on 2 occasions 

3 applicants on 1 occasion 

9 appointments advertised. 



(b) Radiotherapy 1 applicant on 1 occasion 

2 applicants on 2 occasions 

3 appointments advertised. 



(c) Psychiatry 1 applicant on 9 occasions 

2 applicants on 3 occasions 
7 applicants on 1 occasion 

13 appointments advertised. 



(d) General Medicine 

7 appointments have been advertised; the most applications ever received 
has been 7; the most recent advertisement only produced 4 applicants. 
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(e) General Surgery 

Whilst the number of applicants might still be regarded as adequate the 
following figures show that the number is diminishing: — 



“I am sending on the enclosed sheets particulars of (a) the senior registrar 
appointments made during 1957 and, in an attempt to give some comparison 
similar appointments made during 1951. Close comparisons cannot be made’ 
however, between the two years for certain reasons. One is that in 1951 there 
existed no interchange or joint appointments between regional board and teaching 
hospitals. I think it is clear, however, that the fields were larger in 1951 than 
they were in 1957. I enclose also (b) a summary of registrar appointments made 
during 1957 with corresponding information relating to 1951. The registrar 
establishment has been substantially expanded during the intervening years so 
the total number of appointments successfully made is not perhaps a fair comparison 
between the two years. What is revealing is the number of times certain posts 
have had to be readvertised on account of the poverty of the field and then, in a 
number of instances, no appointment could eventually be made.” 



1 Reciprocal post advertised in 1954 ... 

1 Reciprocal post advertised in 1955 ... 

1 Reciprocal post advertised in 1957 ... 

1 Reciprocal post advertised in 1958 ... 



No. of applicants 
31 
22 
16 
16 



North West Metropolitan Region: 
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Whether 

appointment 

made 


Yes 

Yes 

Yes 


Yes 

Yes 

Yes 

Yes 

Yes 

Yes 


Yes 


Yes 

Yes 


Yes 


No. 

short- 

listed 


cn '•O 


c<i cnr-iinNm 


•n 




iri 


No. 

of 

applicants 


6 

(1 withdrew) 
12 
4 

(3 withdrew) 


7 

(1 withdrew) 
4 
1 
6 
3 

; 7 

(2 withdrew) 




7 

(2 withdrew) 
2 


2 


Specialty 


Radiology 

Chest Diseases 

Orthopaedics 


Pathology 

Medicine and Neurology 

Orthopaedics 

Medicine... - 1 

Paediatrics 

Obstetrics and Gynaecology . . . 


Anaesthetics 


Surgery 

Psychiatry 


Plastic Surgery 


Hospital 


Central Middlesex 

Willesden Chest Clinic 

Central Middlesex 


Archway Group Laboratory 

Whittington 

Whittington 

Whittington 

Whittington 

Whittington 


Royal Northern 


National Temperance 

Tavistock Clinic 


Plastic Unit, Hill End 














§■ 


I 
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>» 
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Ph 
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Summary of Registrar Appointments During 1957 



(I) Peripheral Hospitals 

Groups: Bedford, Luton and Hitchin, Mid-Herts, West-Herts, Staines, 



Windsor. 

(а) Appointment made from a field of six or more applicants. 

21 Posts filled: 

General Medicine 10 

General Surgery 7 

Obstetrics and Gynaecology 2 

Chest Diseases 1 

Rheumatism 1 

(б) Appointment made from a field of less than six applicants. 

16 Posts filled: 

General Surgery 4 

Anaesthetics 3 

Casualty 2 

Orthopaedic 1 

■ Geriatrics 1 

Pathology 1 

Chest Diseases 1 

Obstetrics and Gynaecology 1 

General Medicine 1 

Paediatrics 1 



(c) Posts not filled on first advertisement. 

Re-advertised once and appointment then made: 



St. Albans City ... 
Watford Peace Memorial 

Staines 

Hounslow 

Maidenhead 

Maidenhead 

Upton ... 



... Casualty 
... Radiology 
... Gynaecology 
... Chest Diseases 
... Surgery 
... Surgery 
... Anaesthetics 



Re-advertised twice and appointment then made: 

Watford Chest Clinic Chest Diseases 

Appointment not made: 

Luton and Dunstable ... Anaesthetics 

Re-advertised twice without success. 

Luton and Dunstable ... .... ; ... ... Paediatrics 

Vacancy filled by senior house-officer. 



West-Herts and St. Pauls Anaesthetics (Two 

Vacancies). 

Re-advertised six times then only one vacancy filled. 

Watford Hospitals Obstetrics and Gynaecology. 

(Locum engaged). 

Windsor Chest Clinic ... ... ... ... Chest Diseases. (Locum 

engaged). 

(H) Central or Near Central Hospitals 

Groups: Barnet, Hendon, Uxbridge, Harefield and Northwood, S.W. Middle- 
sex, Central Middlesex, Archway, Northern, Paddington and 
R.L.H.H. 
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(a) Appointment made from a field of six or more applicants. 

62 Posts filled: 



General Surgery 

General Medicine 

Obstetrics and Gynaecology 

Paediatrics 

Psychiatry 

Pathology 

Anaesthetics 

Radiology 

Thoracic Surgery 

Ophthalmology 

Endocrinology 



19 

16 

10 

4 

3 (1 part time) 
3 
2 
2 
1 
1 
1 



(6) Appointment made from a field of less than six applicants. 



\u ) /-vpp UliJ. U-U.v-J-1 1 “ 

39 Posts filled: 

Anaesthetics 


... 11 


Chest Diseases 


7 


General Surgery 


5 


Orthopaedics 


... . 2 


General Medicine 


2 


Paediatrics 


... 2 


Psychiatry 


2(1 part time) 


Ophthalmology 


1 

1 


Neuro Surgery 


Pathology 


1 


Obstetrics and Gynaecology 


1 


Medicine (Horn.) 


... 1 (part time) 


Neurology 


1 


E.N.T 


1 


Casualty 


1 



(c) Posts not filled on first advertisement: 

Re-advertised once and appointment then made: 



Hendon Isolation 

Edgwaie General and Bushey 

Harefield 

Harefield 

Mount Vernon 

South Middlesex 

Central Middlesex 



Medicine (I.D.) 
Obstetrics 
Chest Medicine 
Chest Medicine 
Radiology 
Infectious Diseases 
Anaesthetics 



Re-advertised twice and appointment then made: 

Uxbridge Chest Clinic ... ... ... ... ... Chest Diseases 

Finchley Chest Clinic ... ... ... ... ... Chest Diseases 



Re-advertised three times and appointment then made: 

Colindale Chest Medicine 

Re-advertised five times and appointment then made: 

Royal Northern Radiology 



! 



0 



‘V 0 



j 



No appointment made: 

Edgware General Anaesthetics 

One vacancy re-advertised four dimes, and later two vacancies re-advertised 
once. 

Colindale Surgery 

Re-advertised once — no applicants either time. 
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Hillingdon, St. Johns etc Geriatrics 

Re-advertised once. (Second re-advertisement in 1958 successful). 

Royal Northern Orthopaedic 

Re-advertised twice. 

Royal Northern Casualty 

Unsuccessful advert, in 1957. Re-advertised twice in 1958 before 
appointment was made. 

(HI) Psychiatric Registrars at Mental Hospitals 

9 Posts filled: 

(Four cases where the field of applicants were six or more). 

Registrar Appointments in 1951 

(I) Peripheral Hospitals 

Groups: Bedford, Luton and Hitchin, Windsor, Mid-Herts, West-Herts, 



Staines. 

(a) Appointment made from a field of six or more applicants. 

3 Posts filled : 

Anaesthetics 1 

Rheumatism 1 

Medicine 1 

(b) Appointment made from a field of less than six applicants. 

11 Posts filled: 

, Surgery 2 

i Medicine 2 

Orthopaedics 2 

Dental 1 

Paediatrics 1 

Obstetrics and Gynaecology 1 

Chest Diseases 1 

Pathology 1 



(c) No appointment made: 

Orthopaedics — Heatherwood. 

One applicant only — appointed as locum for 3 months, and then a report 
from the consultant. 

Chest Diseases — Windsor C. Cl. 

j Two applicants: one seen, post to be re-advertised. 

(H) Central or Near Central Hospitals 

Groups : Barnet, Hendon, Uxbridge, Harefield and Northwood, Central Middlesex, 
Archway, Northern, Paddington and R.L.H.H. 

(a) Appointment made from a field of six or more applicants. 

25 Posts filled: 

Medicine 9 

Obstetrics and Gynaecology 7 

Anaesthetics 3 

Psychiatry 3 

Surgery 2 

Radiology 1 
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(6) Appointment made from a field of less than six applicants. 

32 Posts filled: 

Medicine 

Anaesthetics... 

E.N.T 

Radiology 

Chest Diseases 

Paediatrics 

Psychiatry ••• 

Obstetrics and Gynaecology 

Thoracic Surgery 

Casualty 

Pathology 

Phys. Med 

Orthopaedics 

(c)JNo cases where no appointment was made. 

(Ill) Psychiatric Registrars in Mental Hospitals 

7 Posts filled : 

(Onejcase where the field of applicants was six or more.) 

I • 
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South Western: 

“ It is becoming more and more difficult to make suitable appointments in the 
Registrar and Senior Registrar grades. In the Registrar grade it sometimes 
happens that advertisements produce no applicant at all and, when advertisements 
do produce candidates, not infrequently they are unsuitable for appointment. 
Thus compared with, say, five years ago, the applicants are fewer in number and, 
in some specialties, their quality is not as good as it was. Some excellent candidates 
from the Commonwealth seek appointments as Surgical Registrars and we are 
dad to give them every possible help. 

The teaching hospital has the advantage over the non-teaching hospital because 
many Registrars and Senior Registrars have come to believe that they are unlikely 
ultimately to be appointed Consultants unless they have been trained in teaching 
hospitals. There is very little difference between the response which we receive 
to advertisements for trainee posts in central and peripheral hospitals, and, so far 
as special departments are concerned, the position is deplorable.” 

Welsh: 

“ The lack of candidates for registrar and senior registrar appointments has 
become more noticeable in recent years, and nowadays it is particularly difficult 
to recruit registrars for appointments in outlying hospitals. As you have placed 
these registrar posts in the various categories, I will deal with each in turn. 

(a) As I have already stated the overall number of applicants competing for 
these trainee appointments has become less and less until it is quite a 
common occurrence to have to advertise an appointment on several 
occasions before we are successful in appointing a suitable candidate. 

(£) The joint appointments which exist between a teaching and non-teaching 
hospital continue to yield one or two very good candidates, but, here again, 
there is considerable evidence of a reduction in the number of candidates 
competing for these appointments. 

(c) As one would expect the central hospital has a considerable advantage 
over the peripheral hospital and our difficulties in filling registrar posts 
are inevitably increased when the vacancy exists at one of the outlying 
hospitals, which can well be a great distance from any main centre or the 
teaching hospitals which afford facilities for registrars at some of the 
regional hospitals in the immediate vicinity. 

(d) There are certain recruitment difficulties which affect registrar appoint- 
ments at special hospitals, but for the most part I would say that ™ our 
experience the functions of these hospitals are still sufficient to attract 
a candidate of the required standard.” 

Liverpool: 

;. “I would say that, in general, there is no lack of applicants for Senior Registrar 

j posts except perhaps in certain specialties, such as Psychiatry and Radiotherapy, 

and I would qualify this statement by saying that, especially in Psychiatry, the 
applications we do receive are from doctors who do not really have sutnci 
experience in the specialty to qualify for appointment to a Senior Registrar pos . 

It is quite clear that there is a shortage of suitable candidates for Registrar po s, 
especially in E.N.T., Orthopaedic Surgery, Thoracic Medicme, Dentistry, Path- 
ology and Radiotherapy. I feel that it would generally be found that the reaching 
Hospitals will always have more applicants than the non-teaching hospitals ana 
I am quite sure that this applies in the Liverpool region. The same situation does 
exist as between central and peripheral hospitals in Regional Board Hospitals. 
It is always difficult for us to obtain suitable applicants in most specialties in me 
p6npli6rdl £ir0cis 

To emphasise'the lack of suitable candidates for the Regional Hospitals I would 
quote one instance where we advertised for a Registrar m General burgery wi 
the Professorial Unit at a central Regional Hospital and received 11 applications. 
All the applicants were of foreign nationality, 10 applications being received Irom 
Indians and one from an Austrian. 
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Number of Applicants 
Teaching Hospital Peripheral Hospital 



Obstetrics and 1951 
Gynaecology 1952 

1955 

1956 

1957 

Ophthalmology 1952 
1953 

1955 

1956 

1957 



12 _ 

11 10 

— 4 

11 _ 

6 — 

4 _ 

5 — 

3 — 

3 — 

2 — 



I 



Posts which have proved difficult to fill 



1. Reg. E.N.T 


Royal Inf. (T) 


advertised 


12 times to date 


2. Reg. Surg./Obst./Gyn. ... 


Greenock Area 




10 „ „ 


3. Reg. Pathology 


Victoria Inf. (T) 


»> 


11 „ „ 


4. Reg. Pathology 


Dumfries 


» 


8 „ 


5. Reg. Surgery 


R.A.I. Paisley 




9 „ 


6. Reg. Pathology 


Maternity (T) 


>» 


7 „ 


7. Reg. Surgery 


P. Glasgow 


»> 


9 „ 


8. Reg. Psychiatry 


Riccartsbar 




6 „ 


9. Reg. Radiodiagnosis ... 


Victoria (T) 




6 „ 


10. Reg. Psychiatry 


Bellsdyke/R.S.N.1. 




5 „ to date 


11. Reg. Surgery 


Law 




5 „ „ 


12. Reg. E.N.T 


Stobhill 


” 


5 „ „ 


1. Sen. Reg. Radiotherapy 


Western Inf. (T) 




13 „ 


2. Sen.Reg.Ophthalmology 


Ophthalmic Inst 




4 „ 


3. Sen. Reg. Ophthalmology 


Eye Inf. (T) 




5 „ „ 


4. Sen. Reg. Medicine 


Hairmyres 




3 „ 


5. Sen. Reg. Pathology ... 


Southern General (T) ... 




4 „ 


6. Sen. Reg. Plastic Surgery 


Royal/Westem (T) 


» 


4 „ „ 


((T) = Teaching Hospital) 

Senior Registrars 

In 1953 31 posts were advertised 

Of these 1 was a readvertisement 

In 1957 64 posts were advertised 

Of these 38 were first advertisements 

7 were second advertisements 



19 were third or subsequent advertisements 



1 



f 



1 



| 

I 



The following comments have also been received from consultants on the staff of 
London teaching hospitals: — 

Dr. Reginald Kelly: 



“ Thank you for your letter of 9th January. The question of the difficulty in 
obtaining Senior Registrars and Registrars is a matter in which my experience has 
been that what difficulty does exist is mainly concerned with the non-teaching 
hospitals. In the two teaching hospitals to which I am attached we have had no 
difficulty in recent years in finding adequate applicants for Registrar appointments 
in General Medicine and General Surgery. We have always had a choice of 
several applicants, all of whom have their Membership, and I do not know of any 
examples in recent years of worthwhile applicants failing to apply for Registrar 
posts because of financial difficulties. In the special departments of St. Thomas 
Hospital, however, it has become plain in recent years that a decreasing number 
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of doctors are prepared to apply for Registrar posts. In the Children’s Depart- 
ment, for instance, recently we had only three applicants for a Senior Registrar 
appointment and we were unable to make an appointment because we felt that 
none of the three applicants were of sufficient merit. In the Neurological Depart- 
ment we have had no difficulty but that is because we encourage doctors to apply 
for our own Registrar post who are anxious to learn some Neurology before taking 
up General Medicine and only about one in three or four Registrars intends to 
take up Neurology as a career. At the Maida Vale Hospital, since I have been 
on the Staff there, we have always had a considerable number of good applicants, 
both for the Resident and the Registrar appointments, middle and Senior 
Registrars, and on those occasions when we have appointed overseas doctors, 
it was because we judged them to be the better applicant, rather than because 
there was any shortage of well trained and experienced British doctors applying 
for the jobs. 

In non-teaching hospitals the position is entirely different. In the last eight years 
I have been connected with three large non-teaching hospitals. Queen Mary’s 
Hospital for the East End, the Prince of Wales’ Hospital at Stamford Hill and 
Mount Vernon Hospital at Northwood. In the first two of these three hospitals, 
the only applicants for the Registrar posts who have the Membership have been 
visiting doctors from the Dominion countries. It has become plain that any doctors 
who have any future in Consultant medicine refuse to apply for these appointments 
at non-teaching hospitals because experience has taught them that in spite of the 
special experience that they gain at these hospitals it is extremely difficult for them 
to get back to their teaching hospital in a Registrar or Senior Registrar appoint- 
ment if they have spent a considerable period in a non-teaching hospital. Another 
disadvantage of working in non-teaching hospitals and of which these doctors are 
aware is the fact that there is a very large volume of routine work for them to do, 
far greater than they are called upon to do at a teaching hospital. It occupies a very 
large part of their ordinary working week and leaves little time for personal study, 
for attending post graduate courses or lectures, or for carrying out any original 
work. At Mount Vernon Hospital we have had rather less difficulty in obtaining 
good applicants for the Medical Registrar appointment, but this is purely and 
simply because Mount Vernon Hospital is in many ways an annexe to the Middlesex 
Hospital. A large number of the staff are on the Staff of the Middlesex Hospital 
and the applicants for the posts always come from the Middlesex Hospital with 
the certain knowledge that they stand a very good chance of being able to return 
to the Middlesex Hospital for their more senior appointments. I believe, myself, 
that one of the difficulties in filling these appointments at non-teaching hospitals 
is due to the fact that when the National Health Service came into being, the 
majority of these Registrar posts were down-graded and in the years immediately 
before the War at both the Prince of Wales’ Hospital and Queen Mary’s Hospital, 
it had been the custom for the Medical Registrar to be a doctor who had completed 
his training for Consultant appointments, who already had had his senior quali- 
fications for some years and who was, in fact, waiting for a Consultant appoint- 
ment. They were able to hold these jobs for a number of years and almost 
invariably left them for Consultant appointments. Dr. Carmichael Young, for 
instance, who is one of the Physicians at St. Mary’s Hospital was Registrar at the 
Prince of Wales’ Hospital until he received that appointment. It is undeniably 
an attraction to the candidate, who might apply for the appointment at a non- 
teaching hospital, if one or more of the Physicians are attached to a teaching 
hospital. Consequently those at non-teaching hospitals whose staff are concerned 
only with non-teaching hospitals have far greater difficulty than Mount Vernon 
Hospital has at the present moment or the Prince of Wales’ Hospital had until 
I resigned from the Staff of that hospital a few weeks ago. 

A point that I would like to make but not, perhaps, connected directly with our 
difficulties at the Maida Vale Hospital in appointing Registrars so much as dealing 
with the difficulties that we make for the applicants. Last week we were appointing 
an ordinary Registrar in Neurosurgery, jointly with the Maida Vale Hospital and 
the Middlesex. We had three excellent candidates with previous experience in 
Neurosurgery and with their Fellowships. Mr. Logue considered, quite obviously 
reasonably, that the successful applicant must have a car, as by the nature of his 
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work he would be expected to travel quickly not only from one hospital to the 
other, but also when called out, as he is likely to be called out several times a week 
during the night. The successful applicant did not, in fact, have a car, and so 
it was pointed out to him that we would be unable to offer him the job unless he 
was prepared to get himself a car. This, in fact, he agreed to do, hut I felt that 
it was quite iniquitous that we should find ourselves in the position of having 
to demand that a young man should buy a car and run it at his own expense on 
the comparatively low salary he was being offered for the job when we are, at 
the same time, not in a position to offer him the ordinary mileage allowance for 
daily use of the car that he would receive were he a part-time employee of the 
Service. He is a married man with two children and this requirement on our part 
that he should get a car is obviously going to place him in considerable financial 
difficulty unless he has a private income. He accepted this condition of service 
quite obviously because he wanted the job very badly, but it is plain that a doctor 
who is entirely dependant upon his salary would have found it quite impossible 
to accept the job under those circumstances.” 

“ As you know I am on the staff .of St. Thomas’ Hospital and we have in recent 
years received at least two requests from the Regional Hospital Boards which in 
themselves mirrored the difficulties that the Regional Hospitals have in filling 
their Senior Registrar posts with suitable applicants. We have, as many teaching 
hospitals in London have at the present moment, an arrangement with South- 
ampton whereby we make a joint appointment of a Senior Medical Registrar with 
the Southampton hospitals, which results in each of our four Senior Registrars 
spending one of their four years working in a Southampton Hospital Group. We 
were specifically asked to do this because of the difficulties they have of getting 
suitable candidates. We have recently been asked by the East Anglian Regional 
Board whether we would be prepared to make the same arrangement with them, 
or an arrangement which is similar. The arrangement that they are asking for 
is that a Senior Registrar appointed to them should be allowed to be seconded for 
one year to work at St. Thomas’ Hospital, because they feel that by doing this 
they may make their own Senior Registrar appointment more attractive and, , 
therefore, perhaps get better applicants. It is not possible, obviously, for me to 
anticipate the decisions of our own Joint Medical Committee at St. Thomas’ 
Hospital but it seems to me likely that at least many of my colleagues will be 
unwilling to continue the present arrangement we have with Portsmouth and 
Southampton and if that is so, it is clear that these Provincial Regional Hospital 
Boards will have greater difficulty in filling their appointments.” 

Dr. J. Hamilton Paterson: 

“ I hope the following information which I have culled from our records here 
will be of help to you in connection with the Royal Commission. 

During the last three years there have been 12 appointments to the resident 
staff of registrar and senior registrar grade (the resident medical officer is a senior 
registrar grade). The average number of applicants for these posts fell from six 
in 1955 to three last year. Six of the successful candidates were from the United 
Kingdom— six were from Overseas. Over the same period there were seven 
vacancies for senior registrar appointments to the Out-patient department. On 
two occasions no appointment was made and it is of note that last year there was 
only one applicant on one occasion and none at all on the other when such a 
vacancy arose. Similarly, four registrar grade appointments in the Out-patient 
department have been advertised over the same period, although on one occasion 
the post was not filled through lack of a suitable applicant. All the registrars 
who have been appointed to the Out-patient department have come from the 
United Kingdom. 

In short, we have not as yet experienced much difficulty in obtaining suitable 
resident house physicians, although the number of applicants has steadily fan® 
in recent years. In the Out-patient department, however, we have latterly had 
very considerable difficulty in filling our vacant registrar and senior registrar 
posts. I should add that this information does not include surgical appoint- 
ments. There are never many candidates for these posts.” 
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D. Q- 388 
Question: 

Will the Joint Committee comment on any differences in staffing between teaching 
hospitals and non-teaching hospitals, especially peripheral hospitals? 

Comment: 

(9) In general, teaching hospitals are more heavily staffed than non-teaching hospitals 
both in the senior and junior grades of medical staff. This is necessary to meet the 
needs of teaching and research in addition to the care and treatment of patients. In 
addition it is the normal practice in the clinical departments of teaching hospitals for 
consultants to work in “ firms i.e. a senior and junior consultant ( both of full con- 
sultant status) dividing the consultant work between them and sharing junior staff. 
This system is not so common in non-teaching hospitals, where consultants tend to 
work independently. 

(10) The majority of senior registrars are employed in teaching hospitals, where 
better and, in some instances, the only facilities for training exist. In many cases there 
are arrangements for these senior registrars to spend part of their time in non-teaching 
hospitals, but a great many non-teaching hospitals, particularly the smaller ones, do 
not have senior registrars. 

(11) As will be seen from the comment on Question 3 above, there is usually more 
difficulty in filling junior vacancies in Regional Hospitals than in teaching hospitals. 
It is undoubtedly true that appointments in teaching hospitals have always proved 
attractive because of the great advantage which a teaching hospital training confers on 
the aspirant for a consultant post. At the present time, however, registrars and senior 
registrars who hope to make their career in consultant practice tend actively to avoid 
non-teaching hospital appointments in the belief that such appointments will handicap 
them in the competitive straggle for promotion. 

(12) Another reason for the shortage of junior staff in non-teaching hospitals is that 
hospital experience is no longer regarded as increasing a young doctor’s prospects of 
entering general practice. 

(13) Some outlying hospitals were able in past years to attract junior staff by offering 
them a higher rate of remuneration than did the teaching and larger non-teaching 
hospitals. Except to a very limited extent this is not possible under the Health Service. 

(14) The inadequate staffing of many non-teaching and peripheral hospitals makes 
cover during periods of annual leave more difficult to arrange and throws a heavy 
burden on the medical staff in times of emergency. 

E. Q. 431-432 
Question: 

There is evidence that the ratio of whole-time and part-time consultants is changing. 
Is this good for the Health Service? Is there a minimum below which the whole-time 
establishment should not fall: What, in the opinion of the Joint Committee, is the 
appropriate ratio between whole-time and part-time consultants? 

Comment: 

(15) There would appear to be no evidence that any substantial change is taking place 
in the ratio between the numbers of whole-time and part-time consultants. The following 
figures for England and Wales provided by the Ministry some years ago show that in 
the early years of the Health Service there was a movement towards whole-time 
employment. 





Total 






Percentage of 




No. of 


Whole- 


Part- 


whole-time 




Consultants 


time 


time 


to Total 


31st December, 1949 


5,189 


1,309 


3,880 


24-4 


31st December, 1950 


... 5,649 


1,491 


4,158 


26-4 


31st December, 1951 


5,882 


1,650 


4,232 


28-1 


31st December, 1952 


... 6,247 


1,780 


4,467 


28-5 
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(16) Figures obtained from four English Regions in respect of the years 1955-57 
show a slight movement towards part-time employment . 

Newcastle , Sheffield, Manchester and S.E. Metropolitan Regions 



Total 
No. of 


Whole- 


Part- 


Percentage of 
whole-time 


Consultants 


time 


time 


to Total 


1,804 


461 


1,343 


25-5 


1,828 


447 


1,381 


24-4 


1,868 


453 


1,415 


24-2 



(17) In these four Regions 53 consultants changed from a whole-time to a maximum 
part-time basis in the three years 1955-57, and 2 maximum part-time consultants changed 
to a whole-time basis. In this period the total number of part-time appointments 
increased by 72, and the number of whole-time appointments dropped by 8. Allowing 
for these transfers from whole-time to part-time and vice versa, this means that 43 new 
whole-time posts were created, as against 21 part-time. 

(18) The Joint Committee does not consider, however, that fluctuations in numbers 
of whole-time and part-time consultants of the kind illustrated above have any special 
significance. Certainly it could not accept the argument that it would be contrary to 
the good of the Health Service and the community to allow the number of whole-time 
consultants to fall below a certain level. As the Committee has previously stated, all 
consultants have a continuing responsibility for the patients under their care, and it 
would be completely false to assume that the whole-time consultant is indispensable. 
The great majority of part-time consultants are engaged for the maximum of nine sessions, 
and in practice it would be impossible to distinguish between the responsibilities in the 
Health Service of whole-time and maximum part-time consultants. 

(19) At the outset of their careers a proportion of young consultants accept whole-time 
appointments as bringing a certain element of financial security, but when they become 
established in the area they may prefer the independence of private practice. This is 
particularly true in the main clinical branches, as opposed to branches such as, say, 
psychiatry or chest diseases, where there is a tradition of whole-tune service. 

(20) It should be pointed out, however, that when a whole-time consultant transfers 
to a maximum part-time basis he almost invariably gives his employing authority an 
undertaking to continue to fulfil all the duties of his appointment as hitherto, so that the 
Health Service does not lose by the transfer, but on the contrary makes a financial saving. 

F. 0. 494 

The Consultant Spens Committee recommended the present system of merit awards 
when there were 1,600 consultants. There are now 7,000. Does this alter the validity 
of their recommendation ? 

Comment: 

(21) The figure of 1,600 consultants referred to by the Royal Commission is presumably 
the number of consultants from whom Professor Bradford Hill obtained information 
when he made his enquiry into the pre-war earnings of consultants for the benefit ot the 
Spens Committee. 

(22) A classification of the profession carried out for the Central Medical War 
Committee in March, 1940, however, gave the total number of consultants and specialists 
at that time as 4,601. This figure includes those in Northern Ireland (not more than 
100-150), but probably excludes a number of university teachers and research workers 
who were also working in hospitals as consultants. 

(23) In the view of the Joint Committee there is nothing in the Spens Report to suggest 
that in putting forward its recommendations regarding distinction awards the opens 
Committee was at all influenced by, or concerned with, the actual number of consul™ 
at that time. On the contrary, the Spens Committee was concerned solely with the ta 
of evolving a satisfactory system of remuneration for consultants, of whom n_sa . . 
“ We are satisfied that there is far greater diversity of ability and effort among speci 
than admits of remuneration by some simple scale applicable to all. If the recruitm 
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and status of specialist practice are to be maintained, specialists must be able to feel 
that more than ordinary ability and effort receive an adequate reward. Moreover, a 
reward which would be appropriate when these exist would be extravagant when they do 
not In consequence we are clear that any satisfactory system of remuneration must 
involve differentiation dependent on professional distinction.” (Paragraph 13.) 

(24) From this and the succeeding paragraphs of its report the Spens Committee 
made it clear that in its view the remuneration of a consultant should rest primarily upon 
an assessment of individual ability, the main purpose of the basic salary scale being to 
reward the younger consultant for the progressive increase in professional skill and 
experience to be expected during the initial years of his appointment. 

(25) To ensure a satisfactory spread of incomes in the higher age group, and to reward 
the younger consultant of outstanding ability, the Spens Committee recommended 
3 distinction awards to be granted to fixed percentages of the total number of eligible 
consultants. 

(26) The Committee believes that the considerations which led the Spens Committee 
to make this recommendation are still valid, and that there would be no justification 
for departing from it because of changes in the total number of consultants. 

G. Q. 524-529 
Question: 

Can the Joint Committee provide evidence as to the effect of the Health Service on 
private consulting practices ? What is to be inferred from the growth of the Provident 
schemes ? Can such schemes provide figures which could throw a light on this point ? 

Comment: 

(27) Although the Joint Committee has no figures showing the effect of the Health 
Service on private consulting practice earnings, there can be no doubt that the effect 

. has been a disastrous one. This is evidenced by the reduction in the number of hospital 
f private beds since 1948, and by the closure of many private nursing homes. For example, 
in Newcastle, before the Health Service there were 161 nursing home beds available 
for the use of the consultants. There are now 61 available to a substantially increased 
number of consultants. At December, 1955, the number of private beds in N.H.S. 
hospitals throughout Great Britain was 6,409— i.e., 1 - 2 per cent, of the total of 548,045 
hospital beds. 

(28) The amount of private consulting practice still available varies from area to area, 
from specialty to specialty, and from consultant to consultant. In central London the 
decline may not be so marked as in most other places, but this is in no small measure 
due to the numbers of visitors from other countries seeking advice and treatment in the 

j Metropolis. 

(29) In paediatrics private practice has severely declined. This is thought to be due 
to the improved amenities of children’s hospital beds and to the heavy expenses incurred 

■ by parents in the maintenance and education of their children. In specialties such as 
pathology and radiology the fall in private practice has been most marked. 

(30) One factor influencing the amount of private practice, to which the Committee 
has already referred, is the high cost (and in some cases the poor quality) of the private 
accommodation in hospitals. 

(31) The cost of providing hospital treatment with all its modem procedures and 
aids has become so high that were it not for the Hospital Provident Schemes none but 
the very wealthy could now contemplate private treatment at all. 

(32) The popularity of the Provident Schemes since 1948 indicates that there is a 
substantial section of the community who would wish, in the event of hospital treatment 
becoming necessary, to arrange for it privately. The benefits provided by the Provident 
Schemes, however, do not normally cover the total expenses which the patient has to 
meet in the way of hospital bed charges and professional fees. This is significant because 
the majority of members of the Provident Schemes are people of modest means. It is 
understood that the organisers of the Provident Schemes are already concerned at the 
growing gap between their benefits and the cost of treatment. A substantial increase 
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clear: “At present the grants made to 
Hospital Management. Committees ” 
for the purpose of buying books and so 
on — “ are inadequate and the libraries 
of few hospitals are satisfactory. The 
majority of medical periodicals and 
books essential for the maintenance of 
professional standards have to be pur- 
chased by the individual Whom have 
you in mind in particular there? 1 
I think that applies particularly to the 
whole-time person and the young man 
working whole-time in the hospital 
where his income is not sufficiently large 
to let him subscribe to a number of 
journals which may be important to 
him. We feel very strongly that it is 
there that the hospital should provide 
at any rate the main structure of 
literature, because as you are aware, 
medical literature at present is volu- 
minous in the extreme. 

5043. We have appreciated that a 
little, I think ! I am now moving on to 
the next section. Is there any matter 
in any of these sections that you would 
like to add to what you have already 
submitted here? If so, will you take 
the opportunity when we are dealing 

with the section? Thank you very 

much. 

5044. “ Difficulties encountered by 
Members of the Registrar Grades I 
am in some little difficulty here, because 
you advocate in paragraph 27 an in- 
crease in the salaries of these two grades 
as urgently needed. Then on the very 
next line, in paragraph 28, you say: 

“ Attention needs to be given also to the 
career prospects in these grades. Senior 
registrars are too numerous, in relation 
to the number of consultants ” and so 
on. Now, if you make the salaries of 
the senior registrar and the registrar 
more attractive they would become even 

more numerous, would they not? As 

you know, at the present time the com- 
petition for a senior registrar post is 
extremely severe. The number of 
applicants for any senior registrar post 
in general medicine and general surgery 
may be anything up to 15 or 20, all 
people who at that time might be con- 
sidered . very suitable for such a post. 
There is always that barrier at the senior 
registrar level and we think there will 
always be considerable competition for 
those posts. The other factor is those 
posts are governed by the establish- 
ment, an establishment that is agreed 



between ourselves and the Ministry 
from time to time. The point, I think 
that is rather made out in the slightly 
contradictory phrase is it does not apply 
only to senior registrars; it i s S 
registrar below the level of the senior 
who also is in difficulties as regards his 
future prospects. 

5045. Chairman : When you say that 
the competition for a senior registrar’s 
post is extremely severe, is that because 
people want to be senior registrars or 
because they want to pass through that 

grade to become consultants? If any. 

one is applying for a senior registrar 
post it almost implies that he has 
decided on taking up that speciality or 
a branch of that speciality as his per- 
manent career. He may not achieve it 
but the vast majority of those senior 
registrars who have served a first or 
second year successfully will probably 
become the consultants of the future. 

5046. He is applying for that job as 
a training post for a consultant?' — 
As a training post for a consultant. That 
is really the main entry point into the 
consultant field. 

5047. Sir David Hughes Parry. You f 

would agree, would you not, that it is 
difficult to get into general practice once 
you are a registrar? Yes. 

5048. If you attract more to it than 

you can absorb, then you are creating 
a problem again. But there is an estab- 
lishment and therefore you cannot take 
more but you can attract a better class; 
is that right? Yes, that is it. 

5049. Chairman : There is a very 
sharp distinction, is there not, between 
a registrar and a senior registrar? — - 
Yes, very sharp. 

5050. Sir David Hughes Parry : I have 
nothing on “ Emigration ” to raise 
unless you have anything to add. “The 
relative advantages and disadvantages of 
different forms of service” begins at 
paragraph 35. We want to compare the 
advantages and disadvantages of part- 
time and full-time service; we regard 
that as a very important matter. I have 
looked through the different document 
we have received and I have here listed 
a number of the advantages and dis- 
advantages of the two, full-time and 
part-time consultants. I would like you 
to help us to see whether we have got 
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the right answers. The advantages of 
the part-time service seem to me of two 
general kinds : there are the advantages 
bv reason of the conditions of service, 
and there are advantages derived from 
a better position as regards assessment 
by the Inland Revenue. You also in 
several instances have emphasised that 
the part-time person has an advantage 
in independence of outlook, and you 
also emphasise his freedom to practise 
privately. Those are the four main 
classes of advantages which the part- 

timer may have; is that right? 1 

agree. 

5051. I am not going to deal with the 
matter of independence or his freedom 
to practise privately, because they are 
not in the National Health Service, if 
I may put it that way. They are not 
strictly relevant on this particular point. 

I want to compare the part-time and the 
full-time. We will _ take the items, I 
think, mentioned in this document. 
Would it be right that the part-timer 
is better off as regards travelling time? 
Yes, that is certainly so. 

5052. Then secondly the sessions are 
calculated by assessing the hours re- 
quired to perform a given job, and then 
those hours are divided into sessions? 

I would like to comment on that. 

When we agreed with the Ministry offi- 
cials on the estimation of sessions we 
kept them very rigidly to half days. The 
question of hours came into it in order 
to give guidance to the Ministry, but 
that was never intended to be an exact 
computation of the number of hours 
done in any hospital. As you know, 
we would be extremely resistant to any 
idea that we should be clocked in or 
clocked out in any form in the profes- 
sion. We felt that perhaps the calcula- 
tion of time and the importance given 
to it by various Boards has been quite 
out of the spirit of the original agree- 
ment. Every man may work at a dif- 
ferent speed, but essentially what a man 
gives in half a day was to be the unit 
by which the part-time work would be 
assessed, without ever having to go down 
to details of hours and fractions of hours. 

5053. In general, the hours are rounded 

up into sessions ; is that right? They 

are rounded up. I do not think that that 
is what we refer to as being exactly the 
spirit of the thing. The original contract 
of the part-timer was made with the 
Board of Governors or with his Regional 



Board on an assessment of the work he 
would be doing, roughly split into half 
days, not into the number of hours he 
spent at one hospital and then the other. 

It is impossible to compute the amount 
of work any one man does in a unit of 
time. Some may work faster, some may 
work slower, and we have always held 
this half-day basis as being the only 
really fair assessment. 

5054. Chairman : I suppose it is also 
true that from one time of the year to 
another the load on any consultant can 

vary very considerably? It may do in 

some branches of the profession but I do 
not think it would apply in the general 
streams of medicine and surgery. I think 
the load is fairly steady ; not even 
August and September seem to bring 
much relaxation. — Dr. Stevenson : I am 
not quite sure why Sir David thinks this 
particular point is one of the advantages 
of part-time service. 

5055. Sir David Hughes Parry : One 

fact is that the hours are always rounded 
up. Well, if that is to be the interpre- 

tation, there was always a certain amount 
to be allowed for emergencies and extra 
visits, visits that anyone pays to a hos- 
pital, shall we say, on his own just to 
see how this and that patient is getting 
on, which was not part of the original 
form of contract. 

5056. He could choose the time? — — In 
that sense he could choose the time, 
whereas on the actual sessions he is on 
a fixed time schedule. 

5057. Chairman : Is it correct that in 

the actual Terms and Conditions of Ser- 
vice the number of hours per week for 
which a part-time specialist should be 
paid is determined by a prescribed 
method which does involve a rounding- 
up? Yes, it does. 

5058. I think that is a fact? But I 

think it does say that this is only a 
general guide. 

5059. Yes? 1 have not the exact 

words before me, but I think you will 
find the timing method was only given 
as a rough guide to help people assess 
the original contract session. 

5060. Is it not so in most parts of 
the country, that what you suggest has 
really happened, that it has been used as 
a rough guide, and that an assessment 
has been made as to whether a job is a 
five or six or eight or nine session job 
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It is a matter of great risk at the present 
time. 

5081. That would mean a substantial 
number of sessions would mean all the 
greater security from the State? — —The 
man who is approaching the maximum 
is more secure, in one sense. 

5082. You mentioned that the young 
man at the early stage with only two or 
three sessions was pretty insecure. I 
want to put it to you that the man 
who has seven or eight sessions and a 
private practice has the security of the 
State behind him ; that is the other side 

to it. The young man, of course, is 

not likely to have any appreciable 
private practice. That comes more in 
middle age. 

5083. But it is a great security for a 

man getting on in years that he has the 
State behind him as well. We are trying 
to get at their relative position because 
we think it is very important. Yes. 

Chairman : You were kind enough to 
give a good deal of evidence on this 
point in December last, and Dr. Hill 
gave us his personal position in some 
detail, so we do not want to go into this 
in very much more detail. 

5084. Professor Jewkes : There was 
what I thought was one new idea that 
was put to us in your Supplementary 
Memorandum that bears directly on this 
subject. It is on page 1134. You are 
talking about whole-time and part-time 
consultants there and you mentioned 
that when a whole-time consultant 
transfers to maximum part-time, he 
“almost invariably gives his employing 
authority an undertaking to continue to 
fulfil all the duties of his appointment 
as hitherto ”. That is a quotation from 
your document. That would be a case 
where the part-timer would be under a 
serious disadvantage because he would 
be taking a smaller salary for the same 

work. Dr. Rowland Hill: It really 

depends upon what you mean by a dis- 
advantage. It is a worth-while disad- 
vantage. It is a slight liberation ; it is 
just that little bit of extra freedom. 
Although it brings in an element of in- 
security, most men hope to make that 
up, at any rate by a modicum of private 
practice. For example, in one of my 
hospitals at the present time a whole- 
time radiologist and a whole-time patho- 
logist have both applied to do maxi- 
mum part- time for the very reasons that 



I have mentioned— they want to get out 
of the whole-time atmosphere a little bit 
That compensates for the loss of two 
sessions. 

5085. Chairman : Can I follow Pro 
fessor Jewkes’ point a little further? Do 
you know of any cases in any hospital 
where somebody who has been whole- 
time, which is 11 sessions, has gone on 
to maximum part-time, which is 9 
sessions, and another consultant, a young 
budding one, for instance, has been 
appointed for the additional two sessions - 

or does that never happen? 1 think 

in all my experience of a good many 
non-teaching hospitals I have never 
known it happen. — Mr. Holmes Sellors: 
The majority of the advertisements, as 
they appear, are for whole-time or 
maximum part-time. But I gather the 
appointing Committees allow the success- 
ful candidate to decide which course of 
action to take after being appointed. 

5086. Mr. Bonham-Carter: In fact the 
same amount of work would be done? 

The same amount of work would be 

done. A number of those on maximum 
part-time, of course, actually undertake 
more sessions than the nine. I believe 
my number, at a rough estimate, is in 
the neighbourhood of twelve or fourteen. 

5087. Sir David Hughes Parry: Do 
you think we have now got the advan- 
tages and disadvantages of part-time and 
full-time, apart from income tax? — I 
think so. Sir. I would just like to 
emphasise again, as Dr. Rowland Hill 
has said, the rather spiritual side of the 
independence that a great many of us 
attach so much importance to. 

5088. Let me go just one step further 
on that. In paragraph 38 you make a 
lot of that : you say that the whole-time 
consultant lacks the sense of professional 
independence. I am not concerned with 
his work with his private patients, but 
does that affect his work in any way 
within the National Health Service? — 
No, it would not affect that at all. The 
whole-timer and the part-timer are the 
two people who are giving exactly the 
same type of service professionally. The 
difference is in their own mental outlook 
to it ; that is the easiest way one can 
explain it. 

5089. Is that reflected in the National 

Health Service? It is not reflected in 

the National Health Service itself. 
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<090 I think we are agreed on the 
income tax advantages of the part-time 
person? Yes. 

5091 The question of the car seems to 
be quite an important item? Yes. 

5092. The question of the telephone? 

Yes. 

5093 . The question of the instruments? 
Yes. 

5094. And books and journals? 

Yes. 

5095. And attendance at conferences? 
Yes. 

5096. Our difficulty is that we cannot 
alter the law ; we have got to take the 
law as it stands. You are not claiming 
better terms for members of the National 
Health Service than for members of 

other professions, are you? If it was 

included in the terms of a man’s engage- 
ment that he should have certain things 
available for the correct performance of 
his work, that would overcome that. 



penses. — Dr. Stevenson : I will give a 
simple example. A whole-timer is re- 
quired, for obvious reasons, to be in 
possession of a telephone. The Board 
will pay him for outgoing calls but 
unless his income is below a certain 
level, which is a low one, he is entitled 
to no reimbursement for telephone- 
rental. That is only an example, but it 
shows one way in which his position 
could be improved. 

5101. Mr. Gurdake : Could we go back 
to the tax angle? I thought I under- 
stood Mr. Holmes Sellors to say that if 
a consultant’s employing organisation 
were to make it a condition of his con- 
tract that he should have a car and so 
on, the tax relief would be allowed. Did 
I understand that correctly? — —Mr. 
Holmes Sellors: I am not sufficiently 
well versed in income tax law. He ought 
to be able to recover the expenses from 
his employing authority ; that would be 
a more accurate way of expressing it — 
just as we mentioned in the case of the 



5097. But that would give him a great 
advantage over other people earning 

f ees ? Well, I wonder if the medical 

profession is not in a ra/ther individual 
position. The telephone may be a 
universal object but it is an absolute 
necessity to any medical man. 

5098. The advantages of the part-time 
person are quite substantial, we would 

agree with you. Dr. Rowland Hill : 

They are the disadvantages of the whole- 
time person. They are like galley slaves. 

5099. That leads me on to my next 
question: that probably suggests that 
there might be a little more weighting 
for the full-timer as we cannot affect the 
income tax position in his favour. Dr. 
Stevenson: May I just add this? We 
never expected anything except to operate 
within the scope of the existing income 
tax law. But I might, with respect, draw 
your attention to paragraph 53 which, 
of course, is the alternative way of deal- 
ing with the problem. We think that the 
whole-timers have never had the inten- 
tions of the Spens Report properly 
implemented on these particular expense 
items. 

5100. The difficulty would be that it 
would put your profession in a different 

position from others. Mr. Holmes 

Sellors: I do not think so. The Spens 
Committee did make certain recommen- 
dations which we consider have not been 
fulfilled in connection with these ex- 



telephone. 

5102. The expense, not the tax? 1 

do not know that he could. 



5103. Sir David Hughes Parry: He 
would have to pay tax on any relief that 

he might obtain in that way. Dr. 

Rowland Hill : I believe this is where 
Health authorities could operate within 
the law if they were a little more gener- 
ous. A phrase in regard to a whole-time 
officer’s salary is that the income tax 
authority will allow him relief on 
expenses which are necessarily incurred 
in the course of his employment. Time 
and again we have asked the Ministry of 
Health and that still more static body, 
the Management Side of the Whitley 
Council, to instruct the hospital authority 
to embody that clause in the whole- 
timer’s contract. But they have never 
consented to do so. The result is that 
no whole-time consultant, although a car 
is absolutely necessary to him, has ever 
had it put into his contract that the pos- 
session of a car is necessary to his post. 



5104. Mr. G unlake: That is the point 
I was trying to pursue. Why have they 

refused? Perhaps in public I ought 

not to express my views as to why. It 
seems to be a lack of wisdom and a lack 
of a general breadth of mind and a 
general Northcote Parkinson outlook. 



Sir Hugh Watson : It is quite possible, 
coming back to Mr. Holmes Sellors 
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point, that the Spens Committee should 
not have said what they did about pre- 
suming what the income tax authorities 
would do. I do not think, with great 
respect, that Sir Will Spens had any right 
to say that, because, as you appreciate, 
this affects many other professions 
besides yours. I do not think we should 
blame the Inland Revenue authorities for 
that. 

5105. Chairman : You know, Mr., 

Holmes Sellors, that the figures about 
consultants’ earnings in response to our 
questionnaire will be coming in quite 
soon ; in fact, some are in already. As 
I understand it, we shall get a pretty clear 
idea of the spread between the different 
numbers of sessions, whether it is one, 
eight, nine or whole-time. We will find 
a particular relationship, no doubt, be- 
tween the part-time and the whole-time. 
But that will not by itself take any 
account of the difference in tax treatment 
on the point of the expenses. That might 
be something that, since we are not con- 
cerned with the income tax law, we might 
require to take into account. Is that also 

your point of view? Mr. Holmes 

Sellors: That would be perfect. We 
know quite well we cannot touch any- 
thing to do with the income tax through 
this or any other body. 

5106. Professor Jewkes: Leaving in- 
come tax on one side, could you give us 
some lead on this matter : which of these 
differences between whole-time and part- 
time consultants do you think is most im- 
portant? Am I correct in assuming that 

it is domiciliary visit payment? No, I 

do not think that is the important one ; 
I think that is the least important of what 
has been mentioned. I think the question 
of car expenses and travelling time are 
more important. I think travelling ex- 
penses and for a medical man the pre- 
sumption we must make is that that 
means a car, which at the moment, as 
you will appreciate, means expending a 
very large sum each year. 

5107. Chairman : We have understood, 
particularly from Dr. Rowland Hill, that 
for the man to have his freedom is 
perhaps the most important of all things? 

Dr. Rowland Hill : I think there is 

no question about that. 

5108. That is what you said in Decem- 
ber. That is what compensates for 

all the disadvantages of being a part- 
timer. That is why, perhaps, I find the 
word “ disadvantage ” a little difficult to 



follow. There are acceptable dis- 
advantages. 

5109. You are, I think, saying, Dr 
Hill, that it is worth having a little bit 
less remuneration in order to have your 
freedom. Your total earnings might be 
a little less, but in order to justify the 
freedom you are prepared to accept that? 

1 emphasise that with great force 

yes. 

5110. You would not think that the 
earnings of the part-timers, the people 
of about comparable ability, ought in 
fact to be higher than the earnings of 

the whole-timer? Mr. Holmes 

Sellors : I think that is entirely depend- 
ent on facilities outside, in other words, 
private practice. That will be their other 
definite source of income which doubtless 
will be included in the figures you will 
receive. 

5111. I am just trying to get at what 
Dr. Hill, I thought, was saying, which 
was that on the whole the whole-timer 
should not earn less because he has the 
additional disadvantage of being a galley 

slave? Dr. Rowland Hill: Yes. We 

do not want any section of consultant to 
be treated inequably. But there is no 
doubt that if no such thing as private 
practice existed and if there were no 
differences in income tax law, it would 
still be the case that the great majority 
of consultants would wish to be part- 
time because the great majority of men 
— I cannot speak for some future gener- 
ation, but the great majority of the 
present generation of consultants— do 
not wish to be whole-time salaried officers 
of a public body. 

5112. Sir David Hughes Parry: I am 

very interested that the movement is in 
favour of maximum part-time. That 
means maximum security as well as in- 
dependence? Mr. Holmes Sellors : 

Not maximum security ; it is only maxi- 
mum part-time. 

5113. It is maximum under the system 

as it is now. Dr. Stevenson : Could I 

come back to something you said ; I was 
not quite sure what the import of your 
question was. I think you said we would 
be in favour of there being a possibility 
of the part-timer getting less than a 
whole-timer. I think probably we would 
like to say, if that was the point of the 
question, the weighting, which no doubt 
you will be referring to later, was in- 
tended to compensate for some of these 
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disadvantages inherent in the part-timer’s 
contract. 

5114 Chairman : Yes, I appreciate 

(jj ati __ I think that is important. 

5115. Mr. Watson : Dr. Hill did not 
put it that way. He placed a great deal 
of stress and weight on what he termed 
the spiritual release of a consultant. 
Would Dr. Hill accept it as a general 
principle, applied to the Health Service 
as a whole, that the persons employed 
full-time should have a higher form of 
remuneration than those who have got 
a spiritual release and who are part-time 

with a private practice? Dr. Rowland 

Hill: I would not have said that, Mr. 
Chairman. I would accept that the pro 
rata remuneration for hospital work in 
the Health Service really ought to he the 
same. 

5116. Professor Jewkes : By the same, 

you mean roughly what it is now? 

Yes. 

5117. Mr. Bonham Carter: May I clear 
up one point which bothers me about 
what has been discussed on income tax? 

It always surprises me that you have 
got a uniform treatment from Inspectors. 
One’s experience of dealing with people 
all over the country is that one gets 
rather different treatment from different 
Inspectors. Is it your experience that 

you get exactly the same? Mr. 

Holmes Sellors: I think what you say 
is perfectly true. I think the Inspectors 
interpret quite differently in different 
parts of the country. That has been 
one of the difficulties in another discus- 
sion we have been having before the 
Special Commissioners. It is not always 
the same ; but by and large the principles 
that have been established are the main 
features and operate fairly generally over 
the country. 

5118. Sir Hugh Watson: Could I clear 
up one point? We know that a maxi- 
mum part-time consultant is responsible 
for his patients whole-time, and we know 
that you yourself have said you do 
twelve or fourteen sessions. There was 
a statement in paragraph 60 which 
puzzles me in that connection : “ . . . few 
consultants can devote as much time as 
they would wish to seeing a new patient 
at hospital. Private practice makes it 
possible to see patients at greater leisure 

. . .”. What does that mean? If 

you take a session of out-patients at 
which there are 15 or 20 new patients 



to be seen in, say, three hours, it is 
quite clear that less time will be given 
to those patients than in seeing a private 
patient, when often a half hour or an 
hour is allotted to each patient. 

5119. You have got to limit your 

sessions to three hours? Not to 

limit, but there is a session basis 
and the appointments system gives 
new patients and old patients to an in- 
dividual consultant, as many as they 
think he can deal with in that particular 
out-patient session. 

5120. As many as he can manage? 

If he had to deal with all the list 

that came to him, say, every afternoon 
he was doing out-patients, he might 
never finish until midnight or after. 

5121. That is where your twelve or 

fourteen sessions might come in? 

Well, there has to be some limitation un- 
fortunately. I think if I may put it 
rather unofficially, the slight difference 
in the handling is that, to put it 
rather crudely, in an out-patients’ session 
the patient listens to the doctor, whereas 
in a private practice the consultant 
listens to the patient. 

5122. Chairman: That again will vary 

from specialty to specialty? Yes. A 

surgical consultation is obviously a much 
shorter one than a lot of medical 
examinations. 

5123. And it would not apply so much 
to a radiologist or an anaesthetist? — — 
It would not apply so much. 

5124. Mrs. Baxter: I am not clear 
why the category of whole-time con- 
sultant has to be continued at all. Is it 
merely a question that some specialties 
require full-time hospital appointments? 
Otherwise why does not the consultant 
obtain the spiritual release so strongly 
desired by working 9/llths, and why 
cannot the whole category of whole-time 
consultants be abolished, thereby re- 
leasing everybody both from income tax 

problems and from the galley? Mr. 

Holmes Sellors: Of course, there are a 
number of new circumstances in which 
a whole-time officer is essential. It is 
implicit in the terms of work, and speak- 
ing, many of us, as part-timers, we can- 
not dictate to the man who wishes to 
work as a whole-timer. There is a 
slightly different outlook on the work. 
Some people have found they do their 
best work in the whole-time atmopshere ; 
others feel that nothing would induce 
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them to work in a whole-time atmos- 
phere. 

5125. Sir Hugh Watson : There are 
still some Britons who are prepared to 

be slaves ! Y ou said that ! Dr . 

Rowland Hill : I would underline what 
has been said by quoting the agreement 
with the Ministry of Health. The Minis- 
try agreed to instruct all hospital autho- 
rities that offered contracts to con- 
sultants, to the effect that if they wanted 
a consultant for a given post whole- 
time they were to give him after appoint- 
ment the option of being part-time or 
whole-time, and there is a corollary to 
that. Any consultant taken over whole- 
time into the service in 1948, or even 
whole-time since, has the right to apply 
to go on part-time. There is one limit- 
ing clause to that. If a hospital authority 
feels that for medical reasons a given 
post should remain whole-time, they 
must say so and the onus is on the 
hospital authority to show that the re- 
quirements of the post are such that for 
medical reasons it must stay whole-time. 
With that exception, every consultant 
should be allowed if he wishes, to be- 
come maximum part-time. Of course, 
the service has inherited from before the 
service days quite a lot of consultants 
who had become attuned to a whole- 
time life, and they comprise to-day the 
great majority of whole-time consultants 
in the service. 

5126. Chairman : I think you are re- 

ferring to the agreed statement set out 
in full on page 25 of the factual memo- 
randum,* which does contain the phrase 
“ subject to the over-riding needs of the 
hospital _ service.” That phrase might 
apply with special force in mental hos- 
pitals. Possibly yes, and to people 

working in laboratories. 

Chairman : I do not think there is 
any dispute about that. It is set out as 
an agreed statement. 

5127. Sir David Hughes Parry. There 
is one question of fact on paragraphs 
39 to 41 of your main memorandum. 
You say “This type of consultant is 
probably the most numerous within the 
Service.” Then in paragraph 41 you are 
more specific. You mention this : “ The 
advantages, both financial and non- 
financial, of the maximum part-time con- 
sultant are such that the great majority 

*Royal Commission on Doctors’ and Dentists’ 
Remuneration. Written Evidence Vol. I. 



of consultants — over 70 per cent— prefer 
this status.” 

5127a. Chairman : I think there was a 
slight mistake, Mr. Holmes Sellors, in 
your earlier evidence. You referred to 
70 per cent of the part-time people and 
here you refer to 70 per cent of the 

whole lot. Mr. Holmes Sellors : I 

am afraid that is a round figure, and 
our source of information was in the 
discussion with the Ministry. They gave 
us the figures. 

Chairman : There is a discrepancy 
between what you say on the two 
occasions. 

5128. Sir Hugh Watson: On para- 
graph 34, which is a quite separate point 
— emigration — you say that many mem- 
bers of the profession are driven to 
emigrate and that this reflects dissatis- 
faction with the present conditions of 
medical practice. Are you referring to 
financial conditions, or other things? 

1 suppose finance is a very large 

one, but the other is the very fact of 
working in what people feel is a State 
monopoly, and that the prospects of 
promotion for a large number of young 
men are very small in this country com- 
pared with the conditions they can see 
overseas. The United States of America 
will take any number of our well trained 
young men. Whether they keep them is 
up to the individual. 

5129. Chairman: In general, the rate 
of emigration is no higher than in the 

population generally? That I am 

not prepared to say, but we have lost a 
great many consultants and senior 
registrars to the North Americas and 
other countries, and they have not come 
back. 

5130. Mr. Watson: Could anything be 
done by retiring consultants and doctors 
earlier? Do you think any useful pur- 
pose could be served by considering an 
earlier retirement of consultants and 
doctors so that the line of promotion 
could be easier for the younger man? 

No, I do not think so. I think there 

is a fairly marked resentment on the part 
of people who are approaching the age 
of 65 that their services should be con- 
sidered to be no longer useful to the 
State. 

5131. So the question of emigration 
has nothing to do with the Health 
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Service? That is, as such? There 

Z some people who feel most strongly 
that they would not work under anything 
which resembles a State service or is 
being controlled by any bureaucratic 
organisation. 

5132. Chairman'. I wonder if Mr. 
Cocker has anything to say on this? 

Mr. Cocker: We find we do get 

some of our young men emigrating and 
our position is, I think, considerably 
worse than that of medicine. We have 
a number of young trained registrars 
who have not the remotest prospect of 
getting a consultant’s post because there 
are not the consultant posts for them. 
In medicine, taking it over a period of 
time, there is an increase of about 30 
per cent in consultant establishment and 
for dentists it has only been 7 per cent. 
Taking a limited period, in the year 
ended June 30th, 1957, there were seven 
fourth-year senior registrars. The only 
appointments advertised for them in 
1957 were one of two sessions and one 
of three sessions. Men are not going 
to give up seven years of training when, 
after qualifying, they know there is no, 
or very little, prospect of getting a decent 
job and when they have the prospect of 
going into private practice and at any 
rate making a reasonable living. 



5133. Professor Jewkes: I wonder if 
Mr. Holmes Sellors thinks there is any 
advantage in raising the retiring age. 
Have there been any discussions on 

that? Mr. Holmes Sellors : There 

have been a number of discussions 
but if you raise that it upsets the 
prospects of the younger men consider- 
ably. 



5134. Chairman: Do those who are 
doing a considerable amount of private 
practice normally stop doing that and 

retire from it at the same age? No, 

they usually continue in private practice, 
but it is well known from past years 
that a man who severs his connection 
from routine hospital work finds that 
his practice tends to run down, and as 
a pure guess I should say they have at 
least three years’ private practice before 
the run down. 

5135. Surgery is something in which 

the powers decline? It is an indivi- 

dual matter. It is the old battle, that 
experience only come with time as does 
the loss or limitation of faculties which 
affects each doctor. 



5136. But I thought, perhaps, that in 
surgery the decline in faculties became 

more important than in medicine. 

Yes, but I do not think surgical faculties 
are dimmed any more than any other 
part of the profession. 

5137. Mr. Gunlake : It has been put to 
me that it is difficult for a man to carry 
on after retiring from the Health Service. 
You reassured me on that, but does the 
same difficulty exist in some degree in 
some specialties? Are there some special- 
ties where it is impossible for a man 

to carry on private practice? There 

is, theoretically, access to beds in private 
hospitals. 

5138. Which are expensive. But it 

does not stop his ordinary practice. It 
certainly does run down, but I should 
say three years was the average time for 
a person doing a considerable proportion 
of private practice. 

5139. I think the retiring age is 
normally 65 but a man can be kept on up 
to 70. Have you any information as to 
the extent to which that has happened? 

1 should have thought it is not done 

extensively. 

5140. Most people go at 65? Yes, 

because so many doctors are aware of 
the pressure from below. They feel that 
in fairness they should not continue with 
their work. Indeed, according to the 
regulations, they should not. 

5141. Chairman: You have not got 

any statistics on that? No. I should 

have thought the Regional Boards would 
have that. But if a man is employed 
beyond the normal retiring age it is 
usually in a different capacity. 

5142. Mr. Gunlake: What is the posi- 
tion of people who have retired since 
the Health Service started, or who are 
going to retire in the near future? I 
do not mean those who will retire 30 to 
40 years hence but the people who are 
now retiring and getting a very small 
pension only under the scheme which 
applies to them. Their goodwill has no 
saleable value and never had. What will 
be the effect on those men? Will there 

be hardship?- 1 think a number of 

them will suffer considerable hardship. 
A number of them who took out endow- 
ment policies are better situated, but 
those policies may not be worth what 
they are thought to be. The man only 
just qualifying for a pension certainly 
has a very poor income to live on after 
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his retirement from the service. I think 
that has been one of the very real hard- 
ships we have seen. The war years have, 
of course, upset the economic prospects. 

5143. Sir David Hughes Parry : We 
have taken the point in your memoran- 
dum about the consultant’s liability for 
committee work. _ There is nothing I 
want to raise on it, and we have dealt 
with quite a few points on superannua- 
tion. There is only one other matter, on 
paragraphs 93 to 96, dealing with nego- 
tiating machinery. We are leaving a 
good deal of that for private discussion 
with you later, but there is a very 
important matter which we think ought 
to be raised in public. The last sentence 
of paragraph 93 reads : “ There are, how- 
ever, strong arguments in support of 
direct negotiation when major matters of 
finance or other questions of national 
importance are involved.” Before you 
reply to that may I explain that we have 
had a number of proposals on negotiat- 
ing machinery and we are going into 
each one as deeply as we can to see 
how they differ. We want them to be 
as specific as possible. This is rather 
general. I do not know if you can 
assist us by saying what is intended by 
“ other questions of national import- 
ance.” 1 think that would imply the 

major political issues that we deal with 
to some extent in direct consultation 
with the Ministry officials but which, be- 
cause they may imply certain alterations 
to the conditions of terms of service 
have to be referred to Whitley. We are 
using a double method of negotiation. 
One is Whitley and the other is one in 
which we discuss directly with the 
Ministry officials any questions of altera- 
tions in the service not connected with 
the “Terms and Conditions.” 

5144. Whatever now is a matter of 
direct negotiation between the profession 
and the Ministry and not included in 
the Whitley machinery, you would wish 
to be henceforth a matter for this body. 
Is that what you are asking? — - — No. 
Possibly we may be getting at cross 
purposes or perhaps I have not put it 
clearly. I do not think we have any 
wish to alter the mechanism by which 
we have direct consultations with the 
Ministry and the Ministry officials or 
even the Minister himself to deal with 
questions of policy. When, however, any 
matter that is covered by the Whitley 



agreement comes in, it cannot be dis- ? 
cussed. It has to go into the Whitlev ! 
machine. You have heard that we are f 
not entirely satisfied with the Whitley 
machinery as it works at present. y 

5145. In paragraph 95 you say: "In 

addition, the Committee recommends 
that there should be set up a small 
advisory committee . . .”. Advisory to 
whom? Advisory to the Government. 

5146. The Government as such? It 

must be to the Treasury, or to the Prime 
Minister? To the Prime Minister. 

5147. To the Prime Minister? -Yes. 

If I may come back, as you probably 
know we are entirely dissatisfied after 
10 years’ experience, with the Whitley 
machinery for dealing with any major . 
matters of finance. We agree that it 
may be made to work in the smaller, !■ 
day to day, bread and butter matters, 
but there has been very much a sort 

of inverted Micawberism of the manage- t 
ment side of Whitley. They are always 
waiting of something to turn down rather H 
than to turn up, so that we are not l; 
prepared to consider dealing with any | 
major finance matters in Whitley if we f 
can help it. In fact, any major alterations k 
have not really been through the Whitley j. 
machine. Our original claims were re- f| 
jected by the Whitley machine. | 

5148. Other questions of national 
importance have been dealt with by the k; 

Minister of Health? Dr. Stevenson : 

Nearly everything which a consultant 
does in the National Health Service is 
covered by a document which is his 
Terms of Service. Under the present 
set-up no amendments to those Terms of J 
Service can be made without the rati- § 
fication of the appropriate Committee of a 
the Whitley Council. As Mr. Holmes j 
Sellors said, many of the items in the J 
Terms of Service may be of supreme ; 
financial or national importance. I f, 
should like to give you two examples, 
The present claim is one of supreme 
financial importance which is unsuitable 
for Whitley. It may be that we shall | 
object to the cost of private beds. That | 
has nothing to do with the Terms of I 
Service, and is quite unsuitable for I 
discussion with the Whitley Council. In 
our opinion it is a body which is quite | 
unsuitable to discuss matters of national | 
and financial importance. 
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5149 You are proposing that lay*r 
nersons should be appointed and they 
will deal with medical remuneration, 
HirectlV advising the Prime Minister, be- 
hind the back of the Minister of Health? 

Possibly we were a little hasty on 

that. Obviously they would advise the 
Minister first. 

5150 Mr. S. Watson : Is this advisory 
committee purely for the consultants? 
Mr. Holmes Sellors : No. 

5151. It is for the whole of the medical 

ierv j ce ? When we say national 

importance what we really infer by that 
is inflation. 

5152. Chairman: Dr. Stevenson has 

just mentioned two particular examples. 
One was the present pay claim and the 
other was the price of pay beds. Is it 
vour view that this body of eminent 
laymen should consider the price of 
pay beds? Dr. Stevenson: No. 

5153. Then who would do it? You 

cannot have two bodies, one Whitley, 
which you say should not deal with pay 
beds, and the other a body of eminent 
laymen. . . . Direct negotiation. 

5154. So you want three— Whitley, 
direct negotiation and a body of eminent 

laymen? We are quite happy to con 

tinue with Whitley on the minor things 
and we want to continue to negotiate 
direct on other matters, but in order 
to stop wrangles on matters of national 
and financial importance we suggest this 
third solution. — Mr. Holmes Sellors: 
Ending with the Minister as to final 
appeal. 

5155. Mr. Watson : Would it mean 
that this small advisory body, which, 
apparently according to this memoran- 
dum must be set up in consultation with 
the medical profession — would that mean 
that your Committee has in mind a small 
advisory body without any responsibility 
whatever being empowered to make 

decisions? Dr. Stevenson: We have 

based this really on the Coleraine Com- 
mittee which, I understand, is a body of 
lay people who advise the Government. 

5156. There is a much different 
employer-employee relationship there. 
Does this memorandum mean that this 
advisory committee would be set up, (a) 
only in consultation with the 'medical 
profession and (b), without any respon- 
sibility whatever, will it have the right 
to bring forward recommendations? 
Why should they have no financial or 



other responsibilities inside the Health 

Service? Dr. Rowland Hill : We felt 

there were many difficulties about this 
matter and would like to put them 
frankly in front of you because we did 
not feel we could give an answer, but 
what did attract us was when we saw 
the Royal Commission on the Civil 
Service and the setting up of the 
Coleraine Committee. In their report 
they referred to the managerial class 
and above where compulsory arbitration 
is not suitable and we feel much the 
same about the consultant. We were 
attracted by the conception of a high- 
level body like the Coleraine Committee 
which would keep the general financial 
status under continuing review in the 
same way as is done in the senior grades 
in the administrative Civil Service, but 
we were well aware that there were 
many differences. Naturally we were 
troubled about it. We thought we should 
like to put those thoughts to you, some 
of the thoughts and doubts we had and 
whether we should be prejudicing our 
negotiating powers and potentialities if 
we said we would hand over the whole 
of our future financial destiny to the 
advice of this committee, which, in fact, 
the higher grades in the Civil Service 
have done. We felt you could think 
far better on that subject than we could 
ourselves, but we want to emphasise 
this idea of some continuing high-level 
review on doctors’, and particularly con- 
sultants’, remuneration being desirable 
rather than having these quinquennial 
wrangles that we have had, like the one 
in 1954 and the other one which pre- 
ceded the setting up of yourselves. 
Obviously the Government felt the same 
or they would not have given you your 
third term of reference. 



5157. Chairman : I should like to get 
that clear. We are not trying to argue 
the merits of what you may think here, 
but we should like it to be quite precise. 
I think we are clear — that you say this 
is primarily designed to deal with the 
higher ranks of the medical profession 
rather than the whole of the National 

Health Service. Mr. Holmes Sellors: 

We would like all medical remuneration 
to be subject to this review', but we do 
not feel that such a committee should 
have a place in determining alterations 
in our structure. There are obvious 
difficulties in appointing an eminent 
body of laymen with rather limited terms 
of reference. That we appreciate, but 
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we are seeking to stop this interminable 
wrangling and definite ill-feeling that 
goes on between the profession and its 
employers. 

Sir Hugh Watson : The difficulty is 
verv real. It was put by Sir Thomas 
Padmore that on all these matters they 
were going to have the last word 
Successive Governments have always 
taken up that position. We are looking 
for something to bridge that gap. 

5158. Chairman: I think you make 
the point in paragraph 96. You do not, 
however, Mr. Holmes Sellors, simply 
sav that it is to keep under continuous 
review the general level of remuneration 
of doctors engaged in the National 
Health Service. You give one particular 
qualification to it — “ in order to main- 
tain their proper economic and social 
status in the community ”. -Since this 
document was written we have been 
engaged in a number of discussions, 
trying to sort out this problem or to 
make some reasonable, concrete sugges- 
tions on it. 



5159 Professor Jewkes: Might I ask 
Mr Holmes Sellors this. This business 
of trying to draw a line round the review- 
ing body and deciding that these are 
the problems which it must deal with 
and those are the problems which the 
profession must deal with, is really vital. 

I can quite see that the kind of pay 
claim you have already made would 
come to any proposed reviewing body 
but you say, “ We do not want that body 
to deal with questions of distribution ”. 
Supposing something had gone wrong 
with distribution inside the profession 
and substantial changes were wanted in 
the relative earnings of the different 
branches in the profession, would that 
come to the reviewing body? — —I think 
we should prefer to work out any ques- 
tion of distribution more locally. I think 
we feel there would be too. much danger 
of an eminent body deciding to change 
the structure by altering the salary scales, 
by altering them substantially. We feel 
that if we did not have some say in that 
we should be very unhappy. — Dr. 
Stevenson : I think we have said on 
another occasion that apart from the 
disputes to which Mr. Holmes Sellors 
has referred there have been few 
occasions on which we have not been 
able to reach agreement with the 
Ministry on these matters. 



AND DENTISTS’ REMUNERATION 



5160. Chairman : Can I 



So a bit 



further as between the first two of voiir 
methods? Have you got a fairly i " 
dividing line as to the difference between 
those things which should be dealt 5 
by Whitley and those dealt with by dim 

negotiation with the Ministry? iT 

Holmes Sellors : I would say I have ' 
fair idea in my own mind, but whetin 
I can make it clear to you is another 
point. In Whitley there are the bread 
and butter matters which affect, the term 
and conditions of service. On that « 
are satisfied. In the other field of fat 
negotiations with the Ministry officials 
again we are satisfied on matters of 
policy. Matters such as are likely to be 
pressing with us, the cost of pay 
and the like, we feel should be discussed 
directly with the Ministry officials, h 
Whitley we are discussing with aa 
amorphous body. It is always the Pay- 
master element which comes into 
Whitley, and you feel that very strongly. 
Whereas in negotiation, where we ate 
both trying to find a satisfactory solution 
we come very much to a reasoned agree- 
ment in our discussions across the table 
with Ministry officials or with the 
Minister himself. The agenda of out 
meetings are usually full of residual 
points which are important locally 
within the profession but are not con- 
cerned with any great alterations in 
remuneration. 



5161. You add in your memorandum 
that the Whitley machinery requires to 
be drastically overhauled. Again I am 
not quite sure what kind of drastic over- 
hauling you mean. 1 think I have 

expressed the essential point. The whole 
point is that the staff side feel that then 
is Treasury control, that on any sugges- 
tion for any alteration of money the in- 
struction is coming to the management 
side from the Paymaster. 



5)62. Mr. Watson: That, is really 

inevitable. We agree, but it does not 

make for easy discussion. 



5163. Can you take it to the next 
stage? You suggest that the manage- 
ment side should be composed of Gov- 
ernment officers with real author® to 
negotiate with the staff side, w 
are the words you use. I take it you 
mean the Treasury should second respon- 
sibility to its officers to reach wage 

settlements with you? i 

That is what happens in other fields. I* 
general practitioners’ field. 
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<164 I am not saying it is not. But 
if that is SO, what is the need for the 
advisory body? If you wish to have a 
Whitley Council on which the representa- 
tives of the Government, and the 
Trpjtsurv go, with real authority to settle, 
whv do you want any other authority? 
_Z-Mr Holmes Sellors: Because ten 
vears experience of bringing forward any 
major issue does not encourage us. 



<165 It is your recommendation, not 
mine— -Dr. Rowland Hill: What we 
really felt was that when on any big 
major issues which we are responsible 
for the Minister says “ This is going to 
have some impact on national financial 
policy and will have to be considered 
at that level,” that is where a high level 
committee might, we feel, be the best 
body to discuss it with. In 1954 when 
we made a claim on the fallen value of 
money, the Minister at that date inter- 
viewed us and explained the extreme 
difficulty of meeting the claim in the 
light of the national situation. It is a 
good many years ago now but I think 
he told us he was inclined not to permit 
any arbitration on that claim. It was 
only after prolonged negotiations that the 
1954 agreement was reached. What we 
feel about Whitley is this. We feel that 
in smaller matters we never get to grips 
with the people who can say Yes or No. 

I believe that the Civil Service Whitley 
Council works rather well ; I understand 
that the employing side is known as the 
official side, and the official side in that 
Whitley Council appear to have much 
more power of decision than has what 
we call the management side in our 
National Health Service Whitley Council. 
A large percentage of our management 
side is composed of members of Manage- 
ment Committees and Regional Hospital 
Boards who really have no power of 
decision, and that undoubtedly produces 
protracted misunderstandings and lengthy 
discussions. The misunderstandings 
spread and no decision is reached month 
after month. 



5166. I wonder, Mr. Holmes Sellors, if 
we can continue on this. Quite frankly, 
some of us are very anxious to find 
a medium of negotiation. You say in 
this document that this body, the 
advisory committee, should be charged 
with the continuing duty of tendering 
advice to the Government on its own 
initiative. Has the Council really 
thought out the responsibilities of such a 



committee and if it is going right down 
through the Health Service from A to Z, 
making all kinds of recommendations, 
such as, for instance, on the retiring age 

or a change in the per capita basis? 

Dr. Stevenson: No. 

5167. I am just asking if you have 
thought of all these possibilities. Is 
your purpose to limit this body only to 

one thing, the question of wages? 

Mr. Holmes Sellors : That was our idea. 
The issues at the back of other people’s 
minds as to whether the body should be 
a different one from what it is now, are 
not relevant. 

5168. But you say “ questions of 

national importance.” On that, which 

I think we have drafted badly, we did 
mean inflation or wars which are out- 
side the course of economic and 
financial progress. 

5169. Professor Jewkes: So you are 
suggesting for the reviewing body one 
task only, to give advice on the total 
sums which would be made available 
for payment of consultants and general 
practitioners in the National Health Ser- 
vice? There would be one figure?— — 
Yes. 

5170. Chairman : I think I am right in 

saying that the only drastic overhaul of 
the Whitley machinery which you are 
asking for is for Whitley to be composed 
of people who can give an answer then 
and there? That is it. 

5171. That is what you are asking for, 

or have I simplified it too much? 

No, we have had ten years’ experience 
of it. 

5172. Mr. Gunlake: You would like 

to have people to come to the confer- 
ence with open minds and not closed 
minds? Exactly. 

5173. You have .the impression that at 
the moment they come with their line 

prepared? Dr. Stevenson : They have 

met in the morning. 

5174. Chairman: Is it also possible 
that you have made up your minds? 

We try to anticipate what the other 

people will say. 

5175. Sir Hugh Watson: But the 

occasions when that sort of thing 
happens', arise when there is a really 
major question of an increase of 
remuneration or something of that sort. 
Mr. Holmes Sellors: They will do 
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it on almost any issue. Supposing we 
suggest a slight increase in the remunera- 
te? for giving lectures. That is the 
sort of negotiation that may take nine 
months, going backwards and forwards. 

5176 You are in a different position 
from the general practitioners. Many 
of their discussions are concerned with 
re-distribution of the pool?— -We 
chose to go to the Whitley Council and 
we have Committee B. Whether there 
might have been some other alternative 
I do not know. 



5177. Chairman: I take it that when 
you go to Committee B you have done 
a certain amount of preparing with the 
other side. You are not putting quite 
suddenly, out of the blue, that you would 

like a change in the system? There 

is a long exchange of documents. Dr. 
Stevenson: We must be honest on this. 

I think you have put your finger on a 
real difficulty of Whitley, that the two 
sides do meet independently in the 
morning and consult in the afternoon, 
so that on many occasions it is not 
possible to get a decision immediately 
but in three months’ time. 

Sir Hugh Watson: You could not 
consult in the morning and meet in the 
afternoon, could you? 

Chairman : I do not think there is 
much we wish to ask on your Supple- 
mentary Memorandum. It has a lot of 
very detailed information in it, in reply 
to questions which have been put, for 
which we are very grateful, and in fact 
some of this has been touched on m 
the earlier evidence this morning. 



5178. Professor Jewkes: I have one 
point. In this memorandum you give 
evidence about the difficulty of getting 
registrars and senior registrars in a con- 
siderable number of hospitals in this 
country. The interesting statistics you 
give show the extraordinary dependence 
of a number of hospitals on foreigners. 
Does this mean that really the system 
is precarious in the sense that if these 
foreigners were withdrawn the hospital 

system would break down? Mr. 

Holmes Sellors: In certain circumstances 
I think that is true. In one of my hos- 
pitals I am served by three people from 
India, there being no applicants from 
this country. In fact, we have 
not got a British born person on the 
hospital staff. 



! 

_ I 

5179. Chairman: And this is more 
evident in the non-teaching hospitals') 

Yes, the non-teaching and peripheral 

hospitals. The young man tends to life 
to be central. 

5180. May I come back to the poim 
we have left? If something prevented 
Pakistan, which happens to be a big con- 
tributor, from sending a lot of people 
over here and there was a considerable 
difficulty in filling some of these posts, 
which of the bodies you have mentioned 
do you think should take the necessary 
steps to ensure that there was a proper j 
filling of the posts on the perimeter as < 

well as in the centre? That would r 

come under direct negotiations with the j 
Ministry, and in anticipation of a number 
of these problems the Minister has I 
formed a Working Party of which there 
are several members before you now. 

5181. If there is a shortage which ' 
suggested that steps should be taken to ‘ 
make certain types of post more attrac- i 
tive would you think that would go to 

Whitley? 1 think that would be more J 

a question of approach to the senior ' 
officials of the Ministry or to the I 
Minister himself. | 

5182. So you put it in category two j 

— direct negotiations? The direct j 

negotiation system works well and works : 
relatively easily, because it is simply a j 
question of finding suitable dates. That j 
is very easy in present negotiations, I r 
trust on their side as well as ours. 

5183. Sir David Hughes Parry: How . 
are those persons trained? Are the 
Indians and the Pakistanis trained in this 

country? There is a mixture of both. 

Some have been through medical 
schools in this country; others have ; 
come over as post-graduates. 

5184. That is an important part of 

their training? Yes. 

5185. But we should not be entirely 

dependent on them? 1 think that is 

so, but I think we should fulfil oar 
obligations of training post-graduates if j 
they come to this country. 

Chairman : What would seem to be 
desirable is that there should be a 
spreading of these people throughout the 
hospitals and not a concentration. , 

5186. Sir David Hughes Parry: Ani ; 
our own registrars want to be under the j 
eye of the professor and those in the j 
teaching hospitals and those associated 
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... .. em 7 On the whole, yes. They 

r 0 f course, get the opportunity of 
neater freedom of action in the 
peripheral hospitals. 

5187. They have one eye all the time 
on their own future? Yes. 

5188 Professor Jewkes : May I then 
draw the deduction that there is a 
shortage of British registrars?— In 
certain areas there is most undoubtedly 
in the number of applicants. I am not 
orenared to say whether it is due to any 
sense of insecurity that they are not con- 
inuing in the hospital service. We know 
the difficulty of getting the senior 
registrar posts filled. 



5189 Sir David Hughes Parry : Might 
it not be that many of them go into 
the Forces at this time and do their 
National Service? When that ceases 

there may be better opportunities? 

I should think that might be true. But 
National Service has worked in another 
way. The man who comes back from 
the Forces very likely feels he would 
like further hospital experience before 
he decides that he can go into private 
practice. 



5190. Chairman : Is the registrar grade 
partly a training grade and partly a 

staffing grade? It is the obvious 

course through which a man, in deciding 
on his future, will pass. It is a training 
grade. 

5191. Sir David Hughes Parry. The 
extension and the increase in the number 
of registrars was a staffing problem? 

Yes, and with the complexity and 

development of modern medicine a lot 
of people are needed in this way. 



5192. Sir Hugh Watson : What hap- 
pened before? The team was a very 

different one. The team at a teaching 
hospital was a full surgeon and a junior 
surgeon, both having consultant rank, 
with one registrar who was the 



equivalent of the senior registrar at 
present and one or two house surgeons. 
At the time when the Health Service 
started and the post-war people were 
coming back, there might be two con- 
sultants, from one to three senior 
registrars and two house officers. With 
some of the specialist teams we carried 
even as many as four or five. 

5193. What happened in the non- 
teaching hospital? In the non- 

teaching hospitals there were a number 
of medical officers under the administra- 
tive control of a superintendent or the 
senior man and then there were a 
number of house officers scattered about 
in accordance with the needs. There 
was no attempt to have a team. 

5194. Sir Hugh Watson: But what I 
mean is this. The people from Sheffield 
paint a picture — and I know it is not 
confined to Sheffield — that _ the service 
would break down if we did not have 
these people from abroad. What 

happened before? Dr. Rowland Hill : 

The effect of the Health Service in the 
teaching hospitals has been twofold. 
First, there was a great increase in the 
amount of work. For example, the effect 
of it on my own work was to double 
or treble the amount which came my 
way. Secondly, the immediate effect of 
the introduction of the National Health 
Service in 1948 was to upgrade the work 
of a lot of the hospitals which were, 
frankly, working before the war at quite 
a primitive level of medical work. As 
you know, the first attempt of the 
National Health Service was to spread 
the consultant standard of work evenly 
throughout the country and that at^once 
meant an increased need for staff in all 
these hospitals. 

Chairman: I think we will break off 
our public discussion at this point. 

(The proceedings were continued in 
camera .) 
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Observations by 

SCOTTISH MEDICAL PRACTICES COMMITTEE 



“ Questions and Topics on which the Royal Commission would like to have 
the views of the Medical Practices Committees ” 



S. 35 of the 
N.H.S. (Scot.) 
Act, 1947. 



S. 36 (9) of the 
N.H.S. (Scot.) 
Act, 1947. 



31634 



1. A brief description of the Committee’s own activities 
(Unless otherwise stated, the functions listed below are, so far as the 
Committee are aware, also discharged by the English Medical Practices 
Committee.) 

The Scottish Medical Practices Committee was constituted in 1948 
by the Secretary of State for Scotland under the National Hedth Service 
(Scotland) Act, 1947. Under that Act, the Amendment Act of 1949, and 
regulations made thereunder, the Committee are now empowered to 
discharge the following duties: — 

(a) To consider and determine applications from doctors wishing 
their names to be included in Executive Council medical lists for 
the purpose of providing general medical services. The Commit- 
tee may refuse an application, or may grant it subject to a 
limitation of practice area, only on the ground that the area or 
part of the area concerned is already adequately served by doctors. 
An applicant dissatisfied with the Committee s decision may 
appeal to the Secretary of State. The number of applications 
granted and refused by the Committee during the five years to 
30th June, 1958 is given in Appendix I. 

( b ) To consider applications from doctors for a certitote diat a 
proposed transaction does not involve the sale of the goodwill 
of a medical practice which the Act made it unlawful to sell. 
The possession of the Committee’s certificate is a defence in 
Court to any charge that an offence under the Ac * had ^ 
committed in respect of the transaction concerned. Most ot the 
transactions in respect of which certificates are sought take the 
form of partnership agreements. The Committee have ’ Prepared a 
memorandum on the subject for the guidance of doctors or their 
agents; a copy of this is reproduced at Appendix H. (See^also /.) 
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ROYAL COMMISSION ON DOCTORS’ AND DENTISTS’ REMUNERATION 



Reg. 7*. 


(c) 


Para. 2 (c) of 
Part II of 


(d) 


First Schedule 
to Regs. 




Para. 2 (a) of 
Part II of 
First Schedule 
to Regs. 


(*) 



ont* 



Reg. 8 (1). 



Reg. 8 (3). 



every year, for the purpose of enabling the Committee to 
the needs of the different parts of the country for doctors JU n! 
reports are now normally called for at 1st April of each year 



State, from doctors for inducement payments and to rife 
recommendations. These payments are intended to assist 
doctors practising in sparsely populated districts, or in districts 
which for any other reasons are unattractive to medical practi- 
tioners. There are at present in Scotland 47 practices which 
carry an inducement payment. 



made available in a particular area on the ground that a practice 
is necessary therein for an efficient service. The allowance may 
be paid (i) to a doctor setting up a new and independent practice 
or (ii) to a doctor succeeding to a small vacant practice. The 
considerations taken into account by the Committee in deter- 
mining whether or not a particular district should attract aa 
allowance are set out in Appendix III. (The Committee under- 
stand that the position in England is somewhat different.) 



(/) To consider the arrangements proposed by an Executive Council 
for dealing with a vacancy created by the death or resignation of 
a doctor, and, if they think it desirable, to require the vacancy to 
be advertised. The manner in which the vacancies arising in the 
five years to June, 1958, were dealt with are shown in Appendix IV. 



(g) To consider and determine appeals from doctors whose applica- 
tions to Executive Councils for succession to vacant practices 
have been unsuccessful. Appendix V shows how appeals made 
in the five years to June, 1958, have been dealt with. 



(Note — (/) and ( g ) represent the most important difference between the 
arrangements in operation in England and Scotland respectively. 
Whereas in England the filling of vacancies occurring in medical 
practices is entrusted to the Medical Practices Committee, appeals 
being to the Minister of Health, in Scotland the selection of doctors 
to fill such vacancies is a function of the local Executive Councils. 
The Scottish Medical Practices Committee are only the appellate body, 
and they have thus no say in the filling of vacancies save in the 
comparatively few cases where an unsuccessful applicant i 
against the choice made by the Executive Council.) 



Para. 8 (3) (u) 
of Part I of 
First Schedule 
to Regs. 



(h) To consider and determine appeals from doctors against decisions 
of Executive Councils not to grant permission to employ an 
assistant. In terms of the regulations a doctor is not allowed to 
employ an assistant for longer than three months, except with 
the permission of the Executive Council or, on appeal, of the 
Committee. (See also 3.) 



Proviso (iii) to 
Reg. 16 (2). 



(i) To consider and determine appeals from doctors against decisions 
of Executive Councils respecting the extent to which their lists of 
patients may be increased by reason of the employment of 
assistants (see also 5). (There is no provision in the English 
regulations for appeals of this nature. The Minister may, 
however, direct that the normal maximum number of patients 
allowed to a doctor shall be increased in respect of the employ- 
ment of an assistant.) 



* Regulation references throughout this document are to the N.H.S. (General 
Medical and Pharmaceutical Services) (Scotland) Regulations, 1955— S.1. 1955 
No. 1942 (S. 148). 
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Reg. 2(2) (a)- 


(/) To consider and determine appeals against refusals of Executive 
Councils to recognise ostensible partners as partners for National 
Health Service purposes. A practitioner is not, under the 
regulation, recognised as a partner unless he is in the position of 
a principal in connection with the practice, and is entitled to a 
share in the profits of the partnership which is not less than 
one-third of the share of the profits of the partner with the 
largest share. No appeals of this nature have been received. 
(In England appeals against decisions of Executive Councils in 
this connection lie to the Minister.) 


Para. 1 (A) 

Part n of 
First Schedule 
to Regs. 


( k ) To consider and determine appeals against refusals of Executive 
Councils to pay partnerships on a “ notional list ” basis. Doctors 
practising in partnership may have their individual lists of patients 
calculated notionally, so as to derive the maximum benefit 
financially from the “ loadings ” addition to capitation fees in 
respect of patients between 501 and 1500. Only one appeal of 
this nature has been received; after a hearing the Committee 
allowed the appeal. (Appeals of this nature in England lie to the 
Minister.) 


Proviso to 
Para. 2 (a) of 
Part II of 
First Schedule 
to Regs. 


(/) To consider and determine appeals against decisions of Executive 
Councils (i) not to make an initial practice allowance available 
to a particular doctor; or (ii) to discontinue the allowance in 
the second or third year; or (iii) where the amount payable is in 
dispute. Appeals of these types can arise only where the 
Committee have made an allowance available in the district 
concerned (see (< e ) above). Three appeals have been made and 
all were allowed. (The Committee understand that the position 
in England is somewhat different.) 


Reg. 9. 


(m) To consider and determine appeals from doctors against refusals 
of Executive Councils to agree to a proposed exchange of practices 
between two doctors. No appeals of this kind have been made. 
(There is no comparable regulation in England.) 


' 

[ 

• 

31634 


2. Have the Committee formed any impression as to the quality of applicants , 

particularly as to any changes ? 

The Committee do not feel competent to make any comments as to 
the quality of applicants for vacancies since, as indicated above, the 
selection of doctors to succeed to vacant practices in Scotland is a matter 
for Executive Councils. It is only when an appeal is made that the 
Committee are required to consider the merits of any applicants, and then 
only those of the doctor selected by the Executive Council and of the 
appellant®. It can be stated, however, that generally the doctor selected 
by the Executive Council is well qualified and has had good experience 
both in Hospital and in General Practice. 

3. Have the Committee any comments on their experience in dealing with 

appeals against Executive Councils where the Council has refused 
permission to a principal to employ a permanent assistant ( over three 
months ) ? 

The Committee have received only three appeals by doctors against 
refusals by Executive Councils to allow them to employ an assistant. In 
one case the doctor decided not to proceed with the appeal; in the 
second a compromise was reached at the hearing, the Executive Council 
agreeing to the employment of the assistant for one year provided the 
assistant was made a partner at the end of the year; and in the third 
the Committee allowed the appeal. While the Committee have no 
evidence, they feel that very few principals desirous of employing assistants 
are refused the necessary permission, Executive Councils usually taking 
the view that the doctor himself is in the best position to judge whether 
he requires an assistant. 

A3 
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4. Do the Committee think there are within the Health Service adequate 

safeguards against the exploitation of assistants ? 

The National Health Service Acts and Regulations do not purport to 
provide safeguards against the exploitation of assistants, and they do not 
in fact provide any effective safeguards. Consent is, of course, required 
before an assistant is employed but the Committee have no knowledge of 
what criteria are adopted by Executive Councils in granting or refusing 
consent. A regulation recently made requires Executive Councils to 
review from time to time all consents given to principals in their area to 
employ assistants. 

5. Do the Committee think it reasonable that a principal should be able to 

accept an additional 2,000 patients if he employs an assistant ? 

The Committee consider that the 2,000 additional patients allowed 
where an assistant is employed is high. Even in the most favourable 
circumstances, e.g., an experienced but active principal, a concentrated 
practice, and an efficient assistant, a total figure of 5,500 patients for a 
practitioner and assistant seems too much. One appeal has been received 
from a doctor to whom the Executive Council refused to allow the extra 
2,000 patients in respect of an assistant; in view of the special circum- 
stances of the case the Committee allowed the appeal. 

6. Do the Committee believe any doctors prefer to be permanent assistants ? 

The Committee believe that there may be a very few doctors who prefer 
to remain assistants, rather than accept the responsibility of conducting 
a practice on their own. But they have no evidence on the subject. 

? 

7. Do the Committee think there would be advantage in their having | 

additional powers to see all partnership deeds and agreements for the 
employment of assistants ? 

The Committee believe that advantage would follow if they had power : 
to see all proposed partnership deeds, and grant or refuse certificates in j 
respect thereof. The probable result would be that in more partnerships 
than at present the interests of the junior partner would be adequately I 
safeguarded. During the five years to 30th June, 1958, 85 proposed | 
agreements were submitted to the Committee for a certificate under 
section 36 (9) of the Act. Many of these received a certificate without 
question: others received a certificate after certain matters prejudicial to 
the junior partner had been brought to the attention of the applicants or 
their solicitors, and appropriate alterations made: in the remainder 
certificates were refused. Appendix VI shows the numbers involved in 
each category over a period of five years, and also the total number of 
partnerships that were formed in Scotland in these years. 

It will be seen that in 28 of the 85 proposed agreements submitted to the | 
Committee in the last five years (i.e., 33 per cent) the initial refusal of a j 
certificate resulted in the partnership agreement being amended in such 
a way as to enable the Committee eventually to grant a certificate; and 
in general the effect of the amendments was to safeguard the interests of 
junior partners. It is, therefore, not unreasonable to assume that if all 
proposed partnership deeds had to be submitted to the Committee for 
scrutiny, a significant proportion of the total number would be adjusted 
in favour of the junior partner. 

As regards agreements for the employment of assistants the Committee 
believe that assistants are often employed without any written agreement 
being entered into. Executive Councils are not entitled to require any 
such agreements to be submitted to them for examination and the 
Committee do not consider that it should be any part of their (the 
Committee’s) duty to scrutinise agreements of this kind. 
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8. To what extent do the Committee effectively refuse entry into closed 

areas ? Do they for instance refuse entry to practitioners who wish 
to become additional partners ? Do they permit the advertisement of 
vacancies or call for the dispersal of a practice ? 

The Committee have never deemed it necessary or expedient to “ close ** 
particular areas as the English Medical Practices Committee has done. 
They have taken the view that every application to enter an area should 
be individually considered by them, in the light of its own circumstances, 
and of the conditions prevailing in the area at the time the application is 
made. Local conditions are, of course, liable to change from time to 
time, e.g., as regards medical personnel and size of population (which 
may be affected by industrial or housing developments). 

There are, however, one or two parts of Executive Council areas in 
Scotland from which, in practice, the Committee normally exclude new 
practitioners— while perhaps granting admission to the medical list for 
practice in adjacent localities. Whether such exclusion would be imposed 
in the case of a proposal to practise in partnership would depend on the 
circumstances of the particular case. (It should be mentioned that a 
considerable proportion of the applications to join medical lists (and of 
the refusals of such applications) are in respect of doctors who are on the 
list of an adjacent Executive Council area, and are desirous merely of 
extending their practices across the boundary.) 

The Committee have no power to stop an Executive Council advertising 
a practice vacancy, though, in theory, they could prevent a Council 
filling a vacancy by the appointment of a doctor not already on their 
medical list, by refusing to admit him thereto. In practice it is unlikely 
that the Committee would ever wish to object to an Executive Council 
filling a vacancy in this way. (On the other hand, the Committee have 
power to require an Executive Council to advertise a vacancy.) 

9. Do the Committee think it reasonable that vacancies in partnerships 

should, as at present , not be advertised ? 

The Committee regard the non-advertisement of partnership vacancies 
as reasonable, and would not seek to alter the position where a partner 
is allowed to choose himself the person with whom he wishes to practise. 
At the same time they recognise that this state of affairs tends to limit 
severely the number of vacancies — mainly in partnership practices proper, 
but also, in some measure, in what are truly single-handed practices — 
which would otherwise be available for open competition. The explana- 
tion of the somewhat paradoxical situation whereby a vacancy in a 
single-handed practice may be, and often is, dealt with under a dispensation 
designed primarily for partnership practices (in the true sense of the term) 
is as follows. A single-handed practitioner who is contemplating early 
retirement on grounds of age or health may assume a partner on the 
definite understanding that the latter (1) will provide a measure of relief 
during the period preceding the practitioner’s retiral, sharing the profits 
of the practice on agreed terms, and (2) will, at such retiral, succeed to 
the entire practice — subject, of course, to the agreement of the Executive 
Council (which is normally forthcoming). In such a case the practice is 
a partnership one only temporarily, and during a strictly limited period 
(which may be quite short and is sometimes curtailed by death) ; at the 
expiry thereof it reverts to its normal and recognised state of being a 
single-handed practice. 

10. Do the Committee think there are sufficient safeguards against the 
exploitation of junior partners ? What proportion of partnership 
agreements submitted to them are unsatisfactory — and for what 
reasons ? 

See 7 above. 

31634 A 4 

1 
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Since there is no obligation on practitioners to submit proto* 
partnership agreements to the Committee, the existing safeguards!* 
section 36 are not sufficient to prevent or discourage exploitation d 
junior partners in all cases. As already stated, during the five years to 
30th June 1958, the total number of applications for certificates mad* 
the Committee was 85, i.e., only about 22 per cent of the partus*, 
formed in the course of these years. (See Appendix VI.) Accordingly! 
cases comprising the majority of the total number the Committee*, 
not informed of the terms of partnership, and there was no safeguard 
against any exploitation of junior partners. The Committee feel % 
the fact that the demand for partnerships exceeds the supply win ten(lle 
increase the risk of such exploitation.) 

The chief reasons for agreements being regarded as unsatisfactory w® , 
as follows: — 

(a) In the circumstances of the particular case the progression It 
parity of shares was extended over too long a period. 

(5) Parity was never reached, and the final disparity was either 
significant in amount or without justification in the circumstance 

(c) There was a restrictive covenant which would have been astir 
stantial hardship and which was operable against one partner only. 

(d) The junior partner was having to hear an excessive share t 
the expenses of running the partnership. 

It will, of course, be appreciated that, as Appendix VI shows, the inilii 
refusal of a certificate owing to the agreement being considered unsafr 
factory does not necessarily result in its being amended and resubmitte 
to the Committee— although this happens in most cases. 

11. To what extent do the Committee obtain information about a doclo/i 

outside commitments ? 



12. What action is taken where such commitments are large ? 

A column designed to show other commitments is provided in Ik 
form of annual report submitted by Executive Councils, but in practice . 
the information supplied therein has proved to be of little value. Tin 
is, for instance, no indication of how much private practice is undertaken 

Where other commitments were known to exist to a consider# 
extent, and the numbers on the lists of the doctors concerned were high, 
a need for additional doctors would be indicated, and the area would h 
listed by the Committee accordingly. 



13. Would the Committee favour any alteration in the maximum rental 
list, either general or in selected areas ? 

The Committee do not regard the present permitted maxiimmol 
3,500 patients as any proper indication of the number who can « 
adequately served — with justice to both patient and doctor. Evens 
compact industrial areas such a large commitment represents too M? 
a burden. The Committee would stress that a reduction to a low 
figure should be regarded as a step which must be taken (a) if a satisiactoi? 
standard of service is to be provided by practitioners and (b) n the media, 
profession is to be allowed a reasonable amount of leisure. In express 
this view the Committee are not unaware that financial consideration ; 
have a bearing on this question; but they would not seek to intervene : 
a matter wholly outwith their purview. They therefore confine tnems . 
to putting forward the case for a reduced list, and refrain from expr . 
any view as to its immediate practicability. 

The Committee consider that in determining the optimum J st a 
than purely statistical criterion requires to be adopted. . 

differences must be expected to exist between figures appropn 
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sparsely populated rural areas and the larger towns respectively, since 
in the former case allowance must he made for the greater amount of 
time expended in travelling. At present, the Committee consider as 
under-doctored any area where the average number of patients is over 
2,500, or 2,000 in areas where other commitments are large, or where a 
large amount of travelling is undertaken. This leads to the conclusion 
that the present maximum of 3,500 patients for an individual practice is 
too high — in any type of area whatsoever. 

14. In considering applications for practice vacancies, what weight do the 
Committee give to (a) previous experience in general practice and 
(b) experience of different kinds in the hospital service ? 

The Committee have very little experience of considering applications 
for practice vacancies, since, as indicated above, in Scotland vacancies 
are filled, not by them, but by Executive Councils. Only when an appeal 
is made by an unsuccessful applicant for a vacancy are the Committee 
required to consider the merits of individual applicants; and the number 
of appeals is few. (See Appendix V.) 

15. Could they give information about the ages at which doctors have in 
the last few years been appointed to these vacancies ? 

The average ages of doctors selected to succeed to advertised vacancies 
in the five years ended 30th June, 1958 were 36, 39, 34, 37 and 35 respec- 
tively, the actual ages ranging from 27 to 57. 

16. Can they indicate over some convenient period what percentage of 
doctors commencing practice as principals have been registrars ? 

The Committee have no information on this subject. As has been 
explained, they are not called upon to scrutinise applications for vacancies, 
save to a very limited extent (in connection with appeals). 

17. Could the Committee explain the principles on which they classify the 
areas of Executive Councils ? What figure of patients per doctor 
results in “ closing ” an area ? What considerations led the Committee 
to fix the particular figure ? 

The Committee do not adopt any rigid classification of areas. 

All areas in Scotland are, in theory, open and a doctor may therefore 
apply to have his name included in the medical list of any Executive 
Council, every application being considered on its merits. For the 
convenience of doctors wishing to set up practice the Committee publish 
a list of areas where they feel that additional principals appear to be 
desirable. In these areas the average number of patients per principal 
is in the region of 2,500 or more. 

While, as indicated in answer 8 above, no areas in Scotland have been 
publicly declared “ closed,” there are two parts of Executive Council 
areas (residential districts in counties adjoining the City of Glasgow) 
where the Committee normally restrict the entry of doctors. In one of 
these districts there are 13 principals with an average list of 1,344, while 
45 other principals enter the district, although their main practice lies in 
an adjoining Executive Council area. In the other district there are 
6 principals, with an average list of 1,369, and 134 principals enter from 
an adjoining area. 
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APPENDIX I 



Applications for inclusion in medical lists determined by Scottish Medical 
Practices Committee in each of the five years ended 30th June 1958 







Year ended 




Type of Case 




30th June, 
1954 


30th June, 
1955 


30th June, 
1956 


30th June, 
1957 


30th June, 
1958 


Total 


To succeed to a 
vacancy for 
which the appli- 


G 


43 


26 


34 


19 


42 


164 


been selected by 
the Executive 
Council. 


R 


. 










— 


To set up new 
single handed 
practice. 


G 


18 


9 


6 


7 


H 


■ 51 


R 


lot 


1 


3 


1 


20* 


35 


To practise in part- 
nership with 
doctor(s) already 
on list. 


G 


82 


64 


77 


59 


59 


341 


R 


1 


. — 


— 


— 


— 


1 


To extend existing 
practice into ad- 
joining area. 


G 


64 


33 


61 


43 


56 


257 


R 


15 


6 


1 


7 


1 


30 


Total 


G 


207 


132 


178 


128 


168 


813 


R 


26 


7 


4 


8 


21 


66 



G = Granted. R = Refused. 



* 21 Applications were made in response to an advertisement for a doctor to set up a single | 
handed practice in a new town; the Committee granted one of the applications and refused the j 
remaining 20. 

t 6 Applications were made in response to an advertisement for a doctor to set up practice; 
the Committee granted one of the applications and refused the remaining 5. 



APPENDIX II 

Memorandum Regarding Applications for Certificates under Section 36 (9) of 
the National Health Service (Scotland) Act, 1947, in respect of Medical 
Partnership Agreements 

1. From time to time applications are received by the Scottish Medical Practices ! 
Committee for certificates under section 36 (9) of the Act. Most of these applica- « 
tions relate to Partnership Agreements. Experience in dealing with these applica- ' 
tions suggests that uncertainty exists as to the implications of the statutory prohibi- 
tion of the sale of goodwill ; as to the purpose and effect of such certificates ; and 
as to the functions of the Committee in relation thereto. 

2. This Memorandum is intended to clarify the position, and to indicate the 
principles on which, as at present advised, the Committee proceed. In the absence 
of authoritative _ pronouncements by the Courts, certain questions must remain 
matters of opinion. In these circumstances the Committee are guided by such 
experience as they may possess and by such legal advice as may from time to time 
be available to them. The views expressed herein are always subject to modification 
in the light of further experience, consultation and advice, and of the special 
circumstances of each case. 

3. A^ certificate under section 36 (9) represents the opinion on the Committee. 
There is no obligation on medical practitioners to possess such a certificate. The 
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of a certificate does not preclude practice, or render a transaction invalid. 
TT^snle statutory purpose of a certificate under section 36 (9) is that it may 
“crnte a defence in the event of a practitioner being charged with an offence 
constitu ^ ^ un i aw ful sale of goodwill. There is no reason to suppose that a 
m Moner so charged may not justify his action by other means. Moreover, even 
practn cert ;g cate ; s granted, its value as a defence is entirely dependent upon full 
disclosure of all relevant circumstances having been made. 

, The Statute provides that any certificate granted shall set out all material 
■ 4 instances disclosed to the Committee. If all material circumstances have not 

□^disclosed ^ ^ g as been any misrepresentation, the certificate may be 

A Guarded It is thus in the interests of applicants to make sure that all material 
Viimstanc'es are put before the Committee. The Committee have no duty to 
T mver these matters from their own sources of information. Applications should 
therefore embody not only the proposed terms of agreement, but an accompanying 
statement of the circumstances relied upon as showing the absence of any element 
f unlawful sale of goodwill. Relevant circumstances include all facts tending to 
Sow whether there is in fact an existing goodwill which it is unlawful to sell ; 
whether it is intended that such goodwill or any part of it should pass from one 
nerson to another ; and what are the whole benefits and consideration to be given 
S received in respect of the transaction. As is hereinafter explained the age 
exnerience of the parties concerned, and the size and nature and length of 
establishment of the practice may be of material importance. Merely to submit the 
hare terms of the proposed agreement can seldom if ever amount to a Ml dis- 
closure of all material circumstances. If, on the other hand, a full statement of the 
facts accompanies the application, any certificate granted will be docquetted with 
reference to that statement of facts. It will then be a simple matter for the Court 
to ascertain whether the certificate was granted after full disclosure and thus con- 
stitutes a valid defence, or whether it falls to be disregarded as having been obtained 
without full disclosure or by misrepresentation. 

5 The obligation on the Committee is to grant a certificate only if they are 
satisfied on full disclosure, that the transaction in question does not involve tne 
unlawful sale of goodwill. If the Committee are not so satisfied on the information 
furnished to them, there is no obligation to grant a certificate Nor is there any 
obligation on the Committee to specify their reasons for refusing a certificate. 
Moreover the Committee cannot undertake in individual cases to offer advice as to 
what ought or ought not to go into an agreement, or to enter into correspondence 
on points on which an application is considered unsatisfactory. 

6 The Committee are not responsible for ensuring that the terms of any agree- 
ment submitted to them are fair as between the parties. Their duty m this con- 
nection is simply to express an opinion when they are satisfied that the transaction 
h free from unlawful sale of goodwill. Indirectly however the question of fair- 
ness ” may arise. Thus, in terms of the Statute, the unlawful sale of goodwill may 
take various forms. “Sale” is not limited to the simple passing of nioney. The 
offence may be constituted by the giving of consideration in other ways e.g _by the 
performance of services. In considering whether a transaction is or is not obnox ous 
to the Statute, it is necessary to ascertain whether there is a goodwill which it is 
unlawful to sell. It is necessary to consider whether the agreement contemplates 
that this goodwill or some part of it may pass from one party to ““‘hen It is 
necessary to consider what consideration is to be given by the party t 9^J om A 
goodwill may pass ; and for what that consideration is being given. Where such 
c nsideratTonis P to be given by way of services rendered, and these service do not 
appear to be compensated by an adequate return (other than the benefit of the 
goodwill), the inference may arise that the services are to be given partly at least, 
in consideration for some share of the goodwill. 

7. In determining whether the returns provided by an agreement for services to 
be rendered are adeqaute (without any element of sale of goodwill) it may be legiti- 
mate to start from the basis that equal services pnma facie 'deserve etjual ^etarns, 
but in practice the application of this principle must depend on the . CIr ™“* t ™ff* 
of the case. A provision that each partner is to devote full time to the partnersh p 
does not necessarily mean that each is making an equal contribution to the earning. 
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of the partnership profits. Moreover, such factors as age experience and ability , 
m av iustly be taken into account. It seems reasonable that where a senior practi- 
doner a sumes a junior into partnership, the superior experience prestige respon- 
sftUitv and other qualities of the senior may justify an attribution to him of a major 
share of the partnership returns. But it is to be expected that this “ seniority- 
value should diminish (relatively) as the junior gains m experience and usefulness, 
and undertakes increasing responsibility. Seniority value may justify an inequality 
of stoes of profit in the initial years . of a partnership ; but there should be I 
progression towards equality. If the senior partner is an elderly man, a more rapid 
aomoach to parity may be appropriate, and it may even be appropriate for provision 
to be made for the junior receiving a higher share than the senior. Infirmity or ill- 
health is a factor also to be taken into account. If the assuming partner ,s little if 1 
at all senior to the partner being assumed, no more than a nominal disparity of 
the shares of profits may be justified, even in the initial stages. While each case \ 
must be considered on its merits, any apparently substantial over-assessment of 
"seniority value » may well be tantamount to the sale of goodwill, unless it can be 

shown to be justified on other and specific grounds. 

S If it is the intention of parties that there should be a progression towards 
parity or near-parity, this should be provided for expressly. If this is not expressly 
provided for, provision should be made for periodical review Such review may be 
onerated bv wav of arbitration : and if this is the intention, it should be made clear 
that the arbitration clause is not confined to a mere interpretation of the agreement, 
but authorises the arbiter to make such a review. 

9 Some of the partnership agreements submitted to the Committee include 
restrictive clauses. In the past, such clauses were usually framed so as to restrain 
an outgoing partner from competing during a specified period from the date of 
dissolution In agreements entered into before the appointed day, this was no doubt 
oerfectlv proper; for it was then legitimate for parties to make their own bargain 
on terms which allowed the possessor of an established goodwill to sell it, or to 
buv it back at the termination of a partnership, and to protect it as a valuable asset 
after the dissolution. It may be questioned how far such provisions are justified 
in ajnreements entered into after the appointed day. But where a restrictive covenant is 
Drovided for it undoubtedly constitutes one of the elements entering into the considera- 
tion given and received. Accordingly, in assessing whether the consideration given 
and received under an agreement is fairly equated to the returns (and may therefore 
be assumed to be innocent of any element of sale of goodwill), it is important to 
ascertain what the effect of the restriction may be in all the circumstances m which 
it may operate. If a restrictive covenant is so framed that its operation may m any 
circumstances deprive a partner of a fair return for services rendered, this may give 
rise to the inference that the restriction is being accepted, in part at least in con- 
sideration of his being admitted to a share of the goodwill. Particularly if such a 
function is framed so as to be operable against one partner only, and not all, the 
inference may be manifest that it represents an exploitation of goodwill tantamount 
to sale 

10. It may be contended that during the period when a newly-assumed junior 
partner is obtaining the benefit of introduction to established patients, it should be 
open to the senior to protect his legitimate interests by a clause which restrains 
the junior from unfairly attracting those patients to himself in the event ot his 
choosing to sever the partnership. It is suggested, however, that such protection may 
be sufficiently assured by a clause designed to operate over a period starting, not 
from the date of dissolution of the partnership, but from the date of assumption 
of the junior partner concerned. It is felt that once the Junior has reached tne 
stage of substantial contribution to the work of the partnership, and a state of mutua 
confidence has been achieved, protection by such a clause is no longer necessary, 
and is not easily justifiable. Care should therefore be 'taken to ensure that any 
restrictive covenant is so framed that, taken by itself or in conjunction with o e 
clauses, it is not inconsistent with the statutory prohibition of sale of goodwill. 

11. The foregoing Memorandum has been drawn up as a general guide. Mutatis 
mutandis is may be applied to the case of multiple partnerships, or other forms o 
agreement. But each case falls to be decided on its merits, and in the light ot 1 
own particular circumstances. 
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APPENDIX in 

Initial Practice Allowances 

(This Memorandum was issued by the Committee to Executive Councils.) 

1 The Committee think it might be helpful to Executive Councils if they stated 
the main considerations which at present they take into account in determining 
whether or not a particular part of an Executive Council area should attract one 
or more Initial Practice Allowances. Most Executive Council areas are, of course, 
too large to be treated as a whole for this purpose ; it is therefore the Committee’s 
practice to break down these areas into appropriate districts, and consider each 
by itself. 

2 The first consideration to which the Committee direct their attention is the 
average number of persons per doctor. But it is obvious that taken by itself this 
could be misleading. It is necessary to take account at the same time of such 
factors as type of practice, age of doctors, size and geography of district, total 
population, and distances to be travelled by doctors. 

In any district where the average number of patients on doctors’ lists is over 
1 500 a new practice would normally be regarded as eligible for an Initial Practice 
Allowance unless the introduction of even one doctor would excessively reduce 
the average list. Where, however, the average list is under 2,500 but over 2,000 
the question could only be determined after a careful scrutiny of the various factors 
mentioned above. Exceptionally a district with an average list of less than 2,000 
might call for consideration on the same basis. . 

3. It is always open to any Executive Council, after reviewing the conditions 
prevailing in the different parts of their area, to recommend to the Scottish Medical 
Practices Committee that an Initial Practice Allowance should be made available 
for a particular district whether or not they have before them a definite application 
for such an Allowance from a practitioner. Any such recommendation would 
receive the careful consideration of the Committee who would inform the Council 
of their decision as soon as possible. The Council would then be in a position to 
inform any enquirer whether or not a new practice would carry an Initial Practice 
Allowance, it being clearly understood that any decision of the Committee approving 
such an allowance was conditional on no change of circumstances taking place 
subsequently. 
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APPENDIX IV 



Vacancies dealt 



with by Executive Councils in Scotland in each of 
the five years ended 30th June, 1958 



Method of 
dealing with 
vacancy 


Year ended 




30th June, 
1954 


30th June, 
1955 


30th June, 
1956 


30th June, 
1957 


30th June, 
1958 


Tom 


Filled by introduction 
of new doctor after 
advertisement 


26 


18 


25 


13 


30 


112 


Filled by introduction 
of new doctor without 

advertisement 


4 


2 


3 


1 


1 


u 


Filled by introduction 
of new partner 


13 


7 


7 


9 


16 


52 


Not filled 

(i) Patients transferred 
to list of other 
doctor in area* . . . 


29 


30 


32 


32 


45 


168 


(ii) Patients advised to 
select a new doctor 
for themselves ... 


23 


20 


11 


16 


8 


78 


Total 


95 


77 


78 


71 


100 


421 



* In most cases the doctor (or doctors) to whom the patients were transferred was an ad*! 
partner of the resigned or deceased doctor. 



APPENDIX V 



Appeals by unsuccessful applicants for vacancies dealt with by Scottish Medicm 
Practices Committee in each of the five years ended 30th June, 1958. 





Year ended 


Tom 


30th June, 
1954 


30th June, 
1955 


30th June, 
1956 


30th June, 
1957 


30th June, 
1958 


Number of Appeals 
determined after 
Hearings. 


A 


2 


1 


— 


1 


1 


5 


D 


1 


— 


— 


4 


5 


10 


Number of Appeals 
determined sum- 
marily. 


A 


— 


— 


— 


- 


- 


- 


D 


8 


3 


7 


7 


1 


26 


Number of Appeals 
withdrawn before 
decision was 
reached 




2 


i 


2 







5 


Total 




13 


5 


9 


12 


7 


1 46 



A = Allowed. D = Dismissed. 
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APPENDIX VI 

Table showing the number of applications for certificates in respect of partnership 
sreements made to the Scottish Medical Practices Committee under Section 36 (9) of 
the National Health Service (Scotland) Act, 1947, the results of these applications, and 
the total number of partnerships formed in Scotland in each of the five years ended 30th 
June, 1958. 



Decision of 
Committee 


Year ended 




30th June, 
1954 


30th June, 
1955 


30th June, 
1956 


30th June, 
1957 


30th June, 
1958 


Total 


Certificate granted im- 
mediately 


10 


5 


10 


11 


4 


40 


Certificate granted after 
amendment made to 
the agreement 


8 


5 


4 


5 


6 


28 


Certificate refused 


4 


1 


7 


2 


3 


17 


Total Applications 
Made 


22 


11 


21 


18 


13 


85 


Total Number of Part- 
nerships Formed . . . 


95 


71 


84 


68 


75 


393 


Proportionof total num- 
ber of partnerships in 
which applications for 
certificates were sub- 
mitted 


23% 


16% 


25% 


26% 


17% 


22% 






-I 
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— I 

Examination of Witnesses 

Dr. J. T. Baldwin, Chairman 

Mr. A. I. Millar 

Mr. J. McCallum, Secretary 

Mr. A. B. Fairweather, Former Secretary 

on behalf of the Scottish Medical Practices Committee ' 



Called and Examined 



5195. Chairman : You will appreciate, 
I am sure, that as we have been sitting 
for a long time now and have a great 
deal of evidence, we may consider some 
of the ground covered in your memoran- 
dum to be outside our terms of refer- 
ence, but there are certain particular 
matters on which you can help us. 

We have allocated the job of pre- 
paring for this particular hearing to a 
sub-committe, of which Sir Hugh 
Watson has been acting as Chairman, so 
he will be asking you most of the ques- 
tions. However, any of us may chip in 
and we want you to feel perfectly free 
to answer in turn. Who is to be the 
principal spokesman for the Scottish 

Medical Practices Committee? (Dr. 

Baldwin ): I am. 

5196. Would you care to start, Dr. 
Baldwin, by telling us the terms of refer- 
ence of the Committee, if there are any, 
as distinct from their duties? By 

whom are you appointed? We are 

appointed by the Secretary of State. 

5197. Direct? In the National 

Health Service (Scotland) Act, 1947, 
paragraph 35 (2), it says : “ With a view 
to securing that the number of medical 
practitioners undertaking to provide 
general medical services in the areas of 
different Executive Councils, or in 
different parts of those areas is adequate 
the Secretary of State shall constitute 
a Committee, to be called the Scottish 
Medical Practices Committee, for the 
purpose of considering and determining 
applications ”. It then gives details of 
the constitution. 

5198. Is the Committee partly lay and 

partly medical? Yes, Sir. The Chair- 

man of the Committee is required to be 
a medical practitioner, and there are 
three medical practioner members, all of 
whom must be in active practice. The 
Chairman, himself, does not need to be, 
but always has been. There are also two 



lay members, one of whom is an advo- ! 
cate and the other, Mr. Millar here, is 
a layman who has a wide knowledge of j 
National Health Service affairs. 

5199. Sir Hugh Watson : So that you f 

do not, in fact, have any terms of refer- 
ence, except what is provided in the 
Act? That is so. 

5200. And the Act lays down the 
duties which you are to perform, which 
you set out in your memorandum under 

paragraphs 1 (a) to (m)? Yes.— (Mr. 

Millar ) : The Act, itself, specifies one 
other duty which we have got to per- 
form, and that is to give certificates for 
partnership agreements. All of our other 
functions are imposed on us by regu- j 
lations made by the Secretary of State. \ 

5201. In your paragraph 2 you say 
that you do not feel qualified to make 
any comments on the quality of appli- 
cants for vacancies. But you do have j 
some contact with these applicants. As 
we understand it, you have to deal with 
people who appeal against the decision 
of the Executive Council in connection 
with an appointment to a vacancy. You 
have the last word, do you not?—— (Dr. j 
Baldwin ): Yes. 

5202. And, similarly, those who are : 
entering a partnership by agreement with j 
the other partners come under your J 

scrutiny? An application to join the j 

medical list is received by us from every j 
practitioner wishing to join the list, but j 
we do not necessarily have any personal 
contact with these applicants ; in fact, in 
the majority of cases we do not see them 
at all. 

5203. So you would not know very 

much about them, really? Not really. 

5204. In your paragraph 2, you say 
that generally the doctor selected has 
had good experience both in hospital 
and in general practice. What is your 
Committee’s view of the value of bos- \ 
pital experience in general practice? - ! 
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If I may mate a general statement, I 
would like the Commission to appreciate 
Lt I am only part-time Chairman of 
the Scottish Medical Practices Com- 
mittee I have other functions in the 
National Health Service, and I may find 
myself speaking rather from the point 
of view of a practitioner. It is difficult 
for me sometimes to separate that. 

5205. Chairman: That will still be of 
great help to us. I do not think we 
mind in what capacity you are speaking. 
__We attach a considerable amount of 
value in general practice to hospital ex- 
perience. We would regard it as neces- 
sary and, in any case, the Medical Act 
now requires a graduate to have a year’s 
hospital experience after graduating 
before he becomes a registered prac- 
titioner. We feel that the probability is 
that he would be much better if he had 
even a little more hospital experience. 
On the other hand, we feel that he could 
have too much hospital experience for 
entering general practice. For example, 
if he continued in his hospital experience, 
it is more than likely that his experience 
would become channelled into a 
specialty, and if it were one of the less 
common specialties it might well be of 
little use to him in general practice ; for 
example, neurosurgery, thoracic surgery, 
or something of that kind. On the other 
hand, if he had an additional appoint- 
ment in obstetrics it would be of the 
greatest possible value. 

5206. Sir Hugh Watson : I think we 

have had exactly that expression of 
opinion elsewhere. So, generally speak- 
ing, your view would be that it would 
not be of advantage in general practice 
for a person to pursue a specialised line 
in hospital? That is so. 

5207. But if he could study further in 
hospital some particular line which would 
he of use to him in general practice, such 
as obstetrics, that would be a good thing? 
Yes. 

5208. Chairman: What you actually 

mean in your paragraph 2, when you 
talk about having good experience both 
in hospital and general practice, may 
very well be just one year or 18 months 
as a House Officer? Yes. 

5209. Sir Hugh Watson : You are a 

member of an Executive Council? 

I am, Sir, yes. 

5210. Would your experience as a 
member of an Executive Council lead 

31634 



you to suppose that Executive Councils 

undervalue hospital experience? 1 do 

not think they do. 

5211. We have had a lot of evidence 
to the fact that it is difficult to go from 
one branch of the profession to the other, 
except in the very initial stages. It is 
difficult for people to get from the hos- 
pital service into general practice and 
vice versa. — Yes. 

5212. You accept that that is the 

position? Yes I do, indeed, and 

further than that it is difficult, having 
once obtained a post in general practice, 
to obtain another one. It is difficult to 
move even from one medical practice to 
another medical practice, within the same 
branch of the service. 

5213. Yes, that is another point. But 
we have had evidence that there is a 
certain rigidity, almost, as between the 

two branches of the profession. Yes, 

that is so. 

5214. Do you think that is a good 

thing? 1 think it is too rigid. 

5215. How would you suggest that that 

could be improved? It is difficult to 

say. We have not given great thought 
to it, but I think one thing which would 
be of advantage would be if, for example, 
general practitioners had opportunities 
to take hospital appointments as clinical 
assistants, or whatever you care to call 
them, where they would have an oppor- 
tunity of working with consultants, in 
order to obtain experience which would 
enable them to take additional qualiii- . 
cations. 

5216. Chairman: We are, of course, 
very much on the remuneration point 
Are there any features of remuneration 
that mate it particularly difficult for 
anybody to pass from one branch to 
another, from general practice to hospital 

service, or vice versa? As far as the 

present remuneration structure is con- 
cerned, you mean? There is no 
theoretical difficulty or theoretical reason 
why a general practitioner should not 
undertake an appointment outside 
general practice. He can still act as a 
general practitioner and can contract 
with the local Executive Council and 
take an appointment in the hospital 
service, assuming it is a part-time 
appointment. But I have no knowledge 
of the working in the opposite direction, 
as to how possible it is for a person 
employed in the hospital service to obtain 
general practice experience. 

A 5 
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5217. The point I was getting at was 
are the levels of remuneration at these 
sorts of ages in the two branches of the 
profession near enough in balance for it 
not to be a great deterrent for somebody 

to move from one to the other? 1 

do not think I can give an authoritative 
opinion on that. Sir. 

5218. Sir Hugh Watson : I am not 
quite sure what is the right place to 
bring in the next point, but probably 
this is as good a place as any. We have 
been told about trainee assistants, but 
we have not heard very much about 
them, really. Can you tell us, in the 
first place, how the trainer doctor is 

chosen? -Yes, Sir. In Scotland the 

procedure is different from that which 
obtains in England and Wales. In Scot- 
land there is in each region of the 
National Health Service a Committee 
appointed to select trainer practitioners. 
In the South-Eastern Region, the region 
with which I am familiar, the Committee 
consists of a Chairman, who is a lay- 
man, and members who are general prac- 
titioners, appointed by the Secretary of 
State but nominated by the Local 
Medical Committees ; also, representa- 
tives of the consultant service, whom 1 
presume are also appointed by the Secre- 
taiy of State. They meet in this area 
twice every year to consider applications 
from practitioners to be appointed as 
trainers. There is a memorandum which 
lays down the criteria which the Com- 
mittee use in considering whether the 
practitioner should be regarded as a 
trainer. These, I may say, are such that, 
broadly speaking, it is considered that if 
a practitioner has a practice of such a 
size that he is likely to be very busy, 
he is not considered to have the time to 
train an assistant. Therefore, a practi- 
tioner in an urban area who has more 
than 2,500 patients, or in a rural area 
who has more than 2,000 patients, is 
regarded as having a practice which is 
too large to enable him to devote time 
to the training of an assistant. The appli- 
cations are made on a form which goes 
to the Secretary of the Committee. They 
are submitted to the Committee, and I 
can safely say that each applicant is 
known to several members of the Com- 
mittee, personally. General practitioner 
representatives on the Committee as a 
rule know the applicants to a certain 
extent. We have valuable help, also, 
from the consultants who are very well 



=’ as 

andas^ 1 ™. 



Sir Hugh Watson : Yes, indeed We 
did not know anything about that at all 

521 . 9 ' Mr McIntosh: And what is th, 

practice in England and Wales’- 

open to correction on this, but I uikW 
stand that in England and Wales 
Committee is basically the Local Medic, 
Committee, and there are certain Uni 
versity representatives or consultant 
representatives, or something of th, 
kind, but the Local Medical Commits 
is the principal unit. 

5220. But with the same criteria’ 
1 do not know about that. 



5221 Chairman: Do the same doctors 
normally go on being trainers year after 
year?- — They go on often for several 
years, but it is the practice in the South. 
Eastern Region, which is the only one 
that I know about— hut I believe there I 
is a similar practice in other regions- 
to consider that after a period of four | 
or five years the trainer should have a \ 
rest from training ; and in any case the I 
practitioner is not appointed for several ! 
years in succession, if there are other 
suitable practitioners who are available 
to act as trainers. It is generally re- 1 
garded as desirable that, after a period i 
of at most five years, a practitioner ' 
should have at least one year break. ! 



5222. Is it, in fact, a mark of being a 

rather good doctor to be chosen as a 
trainer? -Yes, Sir. 

5223. Sir Hugh Watson: What induces 
a doctor to apply to be a trainer? — 

I do not know. It is very difficult to j 
say that. I should think it is difficult j 
to escape the view that he feels he may ] 
get a little help. It is almost certainly j 
the case that he does not need help. f 

5224. Because he has only got at the 
most 2,500, or 2,000 in a rural area? 

Yes. In the practice in which I am 

a partner, my senior partner is a trainer 
practitioner and has been for some years, 
and we have found it quite a stimulating 
thing for us to be trainer practitioners. 
We learn a tremendous lot from the 
trainee, and I understand that the 
trainees have been satisfied with their ! 
training and they tell us that they have 
learned from us, too. But the curious j 
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,hin» is that when our tom came to be 
Sout a trainee we found we were, 
WII r;“ a little less busy when he was 
S h 4ere, than when he had been there. 
*225. Chairman : Is the trainee 

pSership?— ' To^todMdual prac- 
titioner. 

02 6 And more often than not will 
.. L a practitioner in a partnership 

or single-handed? Speaking from 

memory, I should say about half and 

half. 

097 Sir Hush Watson Is the scheme 

to gdy taken Idvantage of? -In the 

South-Eastern Region there are always 
more applications to be trainers than 
there are training practitioners. 

5228. I meant it the other way. — r 
You mean so far as the assistant is 
concerned? 

5229. Yes. No, not as much one 

would have thought. It is well known 
that it has been difficult to get a trainee 
over the past year or two, and I know 
that in some parts of the country it is 
more so than others. 

5230. Do you think that the scheme is 

a good scheme? 1 do, indeed. 

5231. You think it is better than just 
turning a young doctor loose as an 

assistant? It is difficult to say that. 

I think that the essential reason why the 
trainee scheme is a good scheme is that 
there is no doubt in my mind that the 
way an assistant in general practice 
starts his work— that is to say, the kind 
of practice that he finds himself in— is 
what will influence his way of practice 
during the rest of his professional life. 

I am sure that there is some reason for 
that statement, and, if that is the case,, if 
he gets into a good practice to start with 
then he is likely to be a good doctor in 
the future. But there is no doubt that 
there are practices in which the kind of 
training is not all that could be desired. 

5232. Mrs. Baxter: If a trainee as- 

sistant is taken on he stays there for one 
year? Yes. 

5233. If be enters as an assistant to a 
partnership, there is no necessity for him 
to leave at the end of the year, so he is 

likely to stay? He can stay there as 

long as he is offered the post. 

5234. So entering as a trainee assistant, 

does the young man get experience of at 
least two practices? Yes. You mean 

31634 



that he has his year as a trainee, and 
thereafter he goes elsewhere? 

5235. Yes, and thereafter would he go 
as an assistant, or would he be likely to 

get a partnership straight away? It 

varies a great deal. Ordinarily, he would 
not get a partnership straight away — it is 
unusual for a doctor to go straight into 
partnership. It is customary for him to 
undertake a preliminary period of 
assistantship, even if it is not a very long 
one. On the other hand, I know some 
trainee assistants who, after their training 
year, have felt certain shortcomings, 
having been in practice ; they feel they 
would prefer to take up a hospital ap- 
pointment, and they have gone back to 
hospital appointments for six months or 
so, and have then again entered practice 
as an ordinary assistant. 

5236. Chairman: Is there difficulty for 
someone who has just finished his job as 
a trainee assistant, in finding a full 

genuine assistantship? There is some 

difficulty. The difficulty is not so great 
as it is sometimes made out to be. I 
think that the difficulty is very often due 
to the fact that an assistant wishes to 
restrict the area in which he practises. 
In my own practice we have had experi- 
ence of that kind. An assistant, an able 
man, wished to practise within the 
Edinburgh area and he found some diffi- 
culty in getting a place that suited him. 
Another one, who was prepared to go 
anywhere, obtained a partnership in a 
very short time in the North of England 
in an industrial practice. 

5237. Sir Hugh Watson: In your 

Appendix I we notice that, on the average 
of the five years given there, only about 
ten doctors have set up single-handed 
new practices. Would that be a large 
figure, do you think, or a small figure? 

1 do not know whether I can say if 

it is a large or a small figure, Sir. I 
have no idea what sort of percentage of 
doctors, before the National Health Ser- 
vice, set up a new, single-handed practice, 
so I do not know whether the numbers 
are declining or not. I think, the ten- 
dency will be for them to decline. — Mr. 
Fairweather : Single-handed practices 

have been declining, particularly since 
1953. when the new arrangements about 
payment for partnerships were intro- 
duced. 

5238. There are three ways of getting 
into general practice, as the Commission 
understand it. You can succeed to a 
A 6 
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practice vacancy, you can become an 
assistant, or you can put up your plate, 
which is the one we are talking about at 
the moment? Yes. 

5239. And we understand that the 
method which is normally used is for a 
doctor to become an assistant, and then 

become a partner? Dr. Baldwin. 

Yes, indeed. 

5240. In Scotland you do not have 

designated areas, as they have m 
England? That is so. 

5241. But the Executive Councils and 
the Medical Practices Committee 
know very well the areas which 
are very well doctored, and while 
they do not have these English 
classifications, in practice the thing 
works pretty much the same way, I 

suppose? 1 think it does, in a way, 

except that if in Scotland we adopt the 
practice of English Committees, the areas 
which would be classified as closed areas 
would be very few. 

5242. Having that in view, what do 
you think about this figure of 10 people 

who put up their plates? There is a 

difference between an area which is ade- 
quately doctored, and one which is very 
much under-doctored. We prepared a 
table which indicated the success of prac- 
titioners setting up a single-handed prac- 
tice with an Initial Practice Allowance. 
It was a very instructive table, and 
showed that, generally speaking, the only 
likelihood of a practitioner putting up 
his plate and meeting with success— that 
is to say, building up a practice within 
three years, in which he could earn his 
living — would be if he were in practice 
in a newly developing area, where new 
houses were going up and people were 
coming in. In an already developed area, 
where there were already practitioners 
practising in the area, his likelihood of 
practising by ethical means and attracting 
to him enough patients to make a living 
in that range of time was very remote. 
The average person is not prepared to 
change his or her doctor. 

5243. Chairman : In the light of that, 
would you think that 10 new practices 

a year was not bad? 1 would say it 

was not so bad. Mr. Fairweather has a 
graph, which he can show you. 

5244. Sir Hugh Watson: For the 
record, Mr. Fairweather has produced a 



graph* which shows, with a dotted li 
the number of applications from doctor, I 

to practise in partnership. » . 

weather : And with an unbroken 'line's 
shows the number of applications t, 
practise single-handed. You will see how 
the partnerships shot up in 1953 at 7 
time of the new award. 

5245. The applications for single 

handed practices never rose more than 
about 10 in a year? Yes, that is so. 

5246. In 1953 the applications to prac . 
tise in partnerships rose to very nearly 
60 ; in general they appear to be running 

at about 25 to 30? Yes. Actually 

these are not yearly but quarterly in! 
tervals. That point of 60 you mentioned 
was in respect of one quarter. 

5247. It goes to a peak after the altera- 
tion that you have been talking about? 
Yes. 



5248. Chairman: It does seem that in 

the same quarter as you had this great 
peak of partnership applications, you had 
a peak of single-handed ones. The tail- 
off has been to about 2 or 3 compared 
to 15 to 20, of course? Yes. 

5249. Sir Hugh Watson: You referred 
just now, Dr. Baldwin, to the Initial 
Praotice Allowances. Do you think the® 
allowances are achieving the purpose for 
which they were intended? — Dr. 
Baldwin : This is a personal opinion, tat 
I think that they do so only in those 
cases where a practitioner enters a newly- 
developing area, in which there are a 
large number of patients. I should say 
that, in order to succeed in its purpose, 
the Initial Practice Allowance in an area 
where there were not a lot of new patients 
coming in would require to be tapered 
off much more slowly. 

5250. In other words, it would take 
the practitioner much more than three 

years to establish himself? Yes, and 

the third year’s allowance is very meagre 
if he is not attracting patients. 



5251. Applications for these allowances 

are made to your Committee? After 

having been to the Executive Council 
who, with the Local Medical Committee, 
consider them and make recommenda- 
tions to us. 

5252. Can you tell us the criteria 
which govern the consideration of these 

applications? Yes, Sir. Very largely, 

the criteria which we use in considering 

Reproduced on page 1180. 
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whether an area is in need of an addi- 
tinnal practitioner are m the document 
which we have submitted to you, but 
There are other factors, too. We con- 
fer each case on its merits. We receive 
from the Executive Council the names 
of practitioners practising in the area— 
if there are any, and there usually are— 
and the numbers of patients on their 
lists and their ages. There are also other 
considerations which we sometimes take 
into account, such as special conditions 
relative to the particular district. It may 
well be that it is considered desirable 
that a particular practice should remain 
as an entity, in which case the Initial 
Practice Allowance may be given to 
encourage a practitioner to start there. 
There might be possibly the case of a 
practice where it was felt desirable that 
a woman’s practice should be maintained 
in an area, and that might be an addi- 
tional reason. These are special reasons, 
but you will notice that we consider 
certain figures and numbers of patients. 



5253. Are many of these applications 

refused in practice? No, not many 

are refused. I think that the Committee 
will sometimes wonder whether they will 
result in a practitioner being able' to 
establish himself, but as a general rule 
applications are not refused. 



5254. Turning to another subject, we 
have had some suggestion, without any- 
thing very definite being put before us, 
that in some quarters there is a tendency 
to exploit assistants. Naturally, that 
evidence has come mostly from the 
assistant side of the profession. You 
have sometimes refused permission for 

the employment of an assistant? 

Very, very rarely indeed, Sir. It has not 
been done since I became Chairman of 
the Committee. 



5255. On what grounds would you 
consider that a Committee would be 

liable to reject such applications? 

Perhaps Mr. Millar, who has had some 
further experience, could tell us that. 
He has been a member of the Committee 
longer than I have. — Mr. Millar: We 
have had very few of these cases, but 
one curious aspect which one finds is 
that the reason an Executive Council 
has refused consent to the employment 
of an assistant is often that they think 
that the practitioner should have another 
partner rather than an assistant, so they 
try to exercise pressure on him to take 
in a partner. Of course, this is rather 
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a difficult situation, because we have no 
power to force a doctor to take a 
partner, and if he is determined not to 
take a partner and wants an assistant 
and nothing else, then if he is refused 
the assistant he is left with no assistance 
at all, and that is not so good for the 
patients. So it is sometimes difficult to 
know how to handle cases. One has to 
take the interests of the patient into 
account, and if one is going to be swayed 
by that aspect, one gives consent to the 
employment of an assistant as being 
better than nothing. 

5256. Yes, but what you are saying 
very nearly comes to the fact that there 
are quite a number of cases in which the 
Executive Council think that the doctor 
should not, in fact, have an assistant ; he 

ought to have a full partner. That 

is so. 

5257. Which would almost confirm the 
view that assistants, if not exploited, are 
made use of in circumstances where they 

should not be made use of. Yes, I 

should think that is a correct statement 
of the Executive Council’s feelings in the 
matter. 

5258. In all the circumstances, does 

the Committe think that assistants should 
be employed, and that it is permissible 
to employ or reasonable to employ 
assistants? Dr. Baldwin : My per- 

sonal view in this matter is that if a 
doctor thinks he should employ an 
assistant, and is prepared to pay his 
salary out of his own pocket, there is 
no reason why we should interfere. 

5259. There is, of course, no scale of 
salary laid down for an assistant? 
That is so. 

5260. There is a scale for a trainee 

assistant, but there is no scale for an 
ordinary assistant? Yes. 

5261 . Do you think that circumstances 

as they are give any reason to suppose 
that there ought to he such a scale laid 
down, or does the market find its own 
level? 1 think that, generally speak- 

ing, the market finds its own level. I 
think there is no doubt that the scale 
laid down for a trainee assistant has 
proved to be some sort of a guide. It 
is most unusual for an ordinary assistant 
to be remunerated except at a little 
higher level than the trainee assistant. 
But, generally speaking, I think that the 
assistant’s salary is probably fair, at 
least in the initial stages. 
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